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ABSTRACT 
Today HIV/AIDS has becbme one of.'the.'most devastating disease 
mankind iias ever faced. Since the epi<Ierhic began, it has become one of 
the largest causes of death worldwide. HIV conthmes to spread through 
out the worM, by increasing challenges tc human rights, at both national 
and global levels. The virus continues to be marked by discriminatior; 
against population groups; those who live on the fringes of society ./i 
who are assumed to be at risk of infection because of behaviou^ r a c , 
ethnicity, sexual orientation, gender, or social characteristics that are 
stigmatized in a parlicu'ar society. 
Since HIV/AIDS is a probleni that profoundly affects most aspects of 
people's lives, it raises many social, economic and cultural issues that 
relate to human rights, ethics and law. 
Many people living with HIV/AIDS suffer discrimination, intolerance, 
and prejudice. In most of the world, discrimination also jeopardized 
equitf.bie distribution of access to HIV related goods for prevention and 
care, including drugs necessary for HIV/AIDS care and the development 
of vaccines to respond to the specific needs of all populations. As the 
number of people living with HIV/AIDS continues to grow in nations 
with different economics, social structure and legal systems, HIV/AIDS 
related human right issues are not only becoming more apparent, but 
also becoming increasingly diverse. 
HIV/AIDS therefore is a problem that does not respect national borders and 
there is evidence that unless prevention efforts are sustained, new epidemics 
of HIV can readily arise to threaten peace, human rights, security and 
survival. A new approach is required to halt and begin to reverse the 
epidemic. This approach much acknowledge that HIV/AIDS is a development, 
security and human rights issue which threatens the survival not only of 
individuals but also communities and nations. 
Creating an environment in which there is respect for the human rights 
of people living with the virus or affected by it in other ways (for 
example AIDS orphans) will help them live a life of dignity without 
discrimination and also will reduce the numbers of people vulnerable to 
infection. 
It is against this background that UNAIDS and the office of the High 
Commissioner for human rights has jointly published international 
guidelines on HIV/AIDS and human rights. These guidelines, which 
constitute an important frame work for all best practices in the field of 
human rights and HIV/AIDS, offer concrete measures to protect human 
rights as an effective response to HIV/AIDS. They are important not just 
for people living with HIV/AIDS but also for society in general. They 
provide an important means for supporting both human rights and public 
health, emphasizing the synergy between these two areas. These 
guidelines offer concrete measures that could be taken to protect human 
rights and health where HIV/AIDS is concerned. 
The global burden of HIV infection in the years to come will be borne 
overwhelmingly by people in developing countries. Increasingly, 
inequalities of gender, race and wealth will dictate the course of the 
pandemic, with infection rates increasing among the vulnerable groups. 
Social and economic dependence will be the major determinants of the 
future course of the HIV/AIDS pandemic. The health sector in low and 
middle income countries faces great responsibilities, challenges and 
opportunities as it draws upon the lessons and progress of the last few 
years and moves to further scale up towards universal access to 
HIV/AIDS prevention, treatment, care and support by 2010. 
Human Rights are inextricably linked with the spread, control, 
prevention, protection and impact of HIV/AIDS on individuals and 
communities around the world. It is also apparent in the fact that the 
overwhelming burden of the epidemic today is borne by developing 
countries, where the disease threatens to reverse vital achievements in 
human development. AIDS and poverty are now mutually reinforcing 
negative forces in many developing countries. 
HIV/AIDS related stigma remains one of the greatest obstacles to people 
living with HIV being able to exercise their human rights. Stigma is also 
a major barrier to creating and implementing HIV programmes. Stigma 
lies at the root of discriminatory actions that exclude people who need 
HIV/AIDS related services. Discrimination is an infringement of human 
rights that often leads to people being subjected to various forms of 
abuse. This includes discrimination by family, friends, relatives, 
employees, doctors, teachers and priests and excludes them from social 
functions and are being denied benefits, privileges or services. 
Human Rights are inextricably linked with the spread and impact of 
HIV/AIDS on individual and communities around the world. A lack of 
respect for human rights fuels the spread and exacerbates the impact of 
the disease, while at the same time HIV/AIDS undermines progress in 
the realization of human rights. This link is apparent in the 
disproportionate incidence and spread of the disease among certain 
groups which, depending on the nature of the epidemic and the 
prevailing social, legal and economic conditions, include women and 
children, and particularly those living in poverty. 
Human Rights are fundamental to any response to HIV/AIDS. This has 
been recognized since the first global AIDS strategy was developed in 
1987. Human Rights and public health share the common goal of 
promoting and protecting the well-being of individuals. The promotion 
and protection of human rights are necessary to empower individuals 
and communities to respond to HIV/AIDS, to reduce vulnerability to 
HIV infection and to lessen the adverse impact of HIV/AIDS on those 
affected. It is also apparent fact that the over-whelming burden of the 
epidemic today is on developing countries, where the disease threatens 
to reverse in human development. AIDS and poverty are now mutually 
reinforcing negative forces in major developing countries. 
It is crystal clear that HIV/ AIDS has brought in its wake blatant 
violation of the rights of people in both developed as well as in 
developing countries. The key rights to information, education, health 
and non- discrimination are among the first to be violated in the panic 
surrounding, a growing HIV infection rate. Further respect for Human 
Rights is necessary to protect public health. Likewise it has been 
recognized that protection of human rights is essential for preventing the 
spread of HIV and for ensuring care and support to people living with 
HIV/AIDS. 
Furthermore, there is growing international consensus that a broadly 
based, inclusive response, involving people living with HIV/AIDS in all 
its aspects, is a main feature of successful HIV/AIDS programmes. 
Another essential component of comprehensive response is the 
facilitation and creation of a supportive legal and ethical environment 
which is protective of human rights. This requires measures to ensure 
that Governments, communities and individuals respect human rights 
and human dignity and act in a spirit of tolerance, compassion and 
solidarity. 
One essential lesson learned in the HIV/AIDS epidemic is that 
universally recognized human rights standards should guide policy-
makers in formulating the direction and content of HIV-related policy 
and form an integral part of all aspects of national and local responses to 
HIV/AIDS. 
The HIV pandemic is increasingly viewed as a strongly gendered health, 
development and human rights issue. It is a preventable disease yet 
some 40 million people live with the virus and the proportion of women 
affected is increasing. 
The worldwide proportion of women living with HIV/AIDS is almost 50 
percent. Globally, young women are 1.6 times more likely to be living 
with HIV/AIDS than young men. 
Women face gender-specific risk from HIV in a number of ways. The 
growing proportion of women affected by HIV arises from a mix of 
physiological, social and human rights factors. Women and girls appear 
to have a higher inherent risk of being infected via heterosexual activity 
(compared to men) because semen contains higher levels of HIV than 
vaginal fluids. Moreover the vagina offers a larger area of mucosal 
tissue subject to micro-injuries through which the virus can enter the 
bloodstream. Women are thus more likely than men to contract HIV 
through a single heterosexual encounter. Unprotected sex, whether 
heterosexual or homosexual, carries a significantly higher risk of HIV 
infection for the respective partners. 
The equal rights of women and the girl child infected and affected by 
sexually transmitted infections 'HIV/ AIDS' must be reaffirmed to have 
access to health, education and social services and to be protected from 
all forms of discrimination, stigma, abuse and neglect 
Concrete measures to eliminate all forms of violence against women and 
girls, including harmful traditional and customary practices, abuse and 
rape and trafficking in women and girls, which aggravate the conditions 
fostering the spread of HIV / AIDS, must be strengthened through, the 
enactment and enforcement of laws, as well as public campaigns to 
combat violence against women and gins. 
India is one of the largest and most populated countries in the world, 
with over one billion inhabitants. Of this number, it's estimated that 
around 2.5 million people are currently living with HIV. India's HIV 
epidemic is not yet contained and prevention in populations most at risk 
needs to be enhanced and expanded. The crisis of HIV/AIDS is a threat 
to the country where poverty, illiteracy and poor health are rife, the 
spread of HIV presents a daunting challenge. 
In 2006UNAIDS estimated that there were 5.6 million people living 
with HIV in India, which indicated that there were more people with 
HIV in India than in any other country in the world. However, NACO 
disputed this estiamte, and claimed that the actual figure was lower. In 
2007, using a more effective surveillance system, UNAIDS and NACO 
agreed on a new estimate—between 2 million and 3.6 million people 
living with HIV. This puts India behind South Africa in number living 
with HIV. 
Various groups have made predictions about the effect, that AIDS will 
have on India and the rest of Asia in the future. There has been a lot of 
dispute about the accuracy of these estimates. For instance, a 2002 
report by the CIA's National Intelligence Council predicted 20 million 
to 25 million AIDS cases in India by 2010 more than any other country 
the world. Yet the government has claimed that these figures are 
completely inaccurate, and has accused those who cite them of 
'spreading panic'. The government has also disputed predictions that 
India's epidemic is 'on an African trajectory', although it claims to 
acknowledge the seriousness of the crisis. 
Just as the HIV infection is transcending the boundaries of high risk 
groups and spreading into the general populace, prevention and care 
programmes have also reached a critical phase. Government of India 
should be fully committed to prevent the spread of HIV/AIDS at the 
initial stage itself before it emerges into a catastrophic epidemic. 
Government of India should look at HIV /AIDS prevention and control 
as a developmental issue with deep socio-economic implications. It 
touches all sections of the populations, both infected and affected, 
irrespective of their regional, economic or social status. By following a 
concreted policy and an action plan that emerges out of it, government 
should be able to control the epidemic and slow down its spread in the 
general populations within the shortest possible time. All participating 
agencies in the Governmental and non-Governmental sector. 
'.v« 
international and bilateral agencies, would need to adopt policies and 
programmes in conformity with this national policy in their effort to 
prevent and control HIV/AIDS in India. 
The situation in India is so pathetic that AIDS is still seen more as 
social problem and not as a problem to be handled with scientific and 
legal approach. This lukewarm attitude of the government could be 
gathered from the fact that no attempt has been made so far, to enact a 
legislation to combat the threat of AIDS, whatever might be the 
approach of the legislature, the HIV virus has been deeply rooted and 
spreading day by day like a wildlife and posing a challenge to the 
medical scientists and the judiciary in India. 
The Supreme Court of India has delivered a landmark judgement in 
Mr. 'X' v/s Hospital 'Z ' Case regarding the rights of HIV/AIDS 
patients. The Courts have protected people with HIV/AIDS against 
discrimination in employment and services, but the issue of the right to 
health of persons with HIV is a new and emerging area of adjudication. 
In addition, to developing reasonable and sound jurisprudence in the 
field of HIV/AIDS, the Courts in India are also keeping close watch on 
the policy aspects. The Supreme Court of India has played decisive role 
in realization of the right to health by recognizing it as a part of the 
fundamental right to life and issuing a number of important directions to 
the state authorities for the discharge of their duties. The main means by 
which the Supreme Court has achieved equivalence between civil rights 
and their economic and social counterparts has been through the 
application of an expansion of Article 21 of the Constitution relating to 
the Right to Life. 
Widespread pressure for popular participation and a declining faith in 
the capacities of governments to solve the interrelated problems of 
social welfare, development, and the environment, lead to the global 
upsurge of organized private activity through a new non-profit sector. 
The non-profit sector has grown increasingly important in its efforts to 
provide alleviation of social problem and injustices and the promotion 
of democratic values throughout the world in recent years. This sector 
has also become a major economic force with sizeable expenditures and 
multiple levels of paid and volunteer employment. Non-governmental 
organizations make up the subset of the non-profit sector involved in 
development work. 
The role of NGOs in society cannot be ignored. This is true also in the 
field of prevention and treatment of HIV/AIDS. In areas cf the 
industrialized world hardest-hit by HIV/AIDS, NGOs helped set trends 
that have now been institutionalized within AIDS prevention: 
1- Advocacy for persons living with HIVMIDS, 
2- Targeting educational materials to specific groups, 
3- Improved access to experimental drug trials and health care, 
4- Peer education, and 
5- Rehabilitation of HIV/AIDS patients. 
The HIV/AIDS pandemic must now be regarded as a disaster and as 
such requires both short term relief measures and long-term actions 
aimed at addressing the rights and security issues of HIV/AIDS, and 
mainstreaming gender as across cutting concern of human rights and 
security. 
It also needs the concerted effort and partnership of governments, civil 
society, international organizations, non-governmental organizations and 
the private sector in resolving these problems. 
The researcher has made a modest attmpt to study the pandemic 
(HIV/AIDS), and humbly suggests the government to enact a legislation 
on HIV/AIDS as early as possible. Such legislation must incorporate the 
guidelines on HIV/AIDS and Human Rights in its true spirit. 
Government should ensure that Rigth to dignified life is ensured to the 
HIV/AIDS victims. The judiciary must give prompt decisions to 
HIV/AIDS cases. Right to privacy of the HIV/AIDS patients must be 
respective. Law and regulations should be enacted to ensure the quality 
and availability of HIV tests and councelling. The quality and control of 
HIV/AIDS related products must be assured legal quality control of 
condom should be enforced and compliance with the International 
condom standard should be monitored in practice. The state must 
collaborate with the NGOs for effective battle against HIV/AIDS test for 
pregnant women must be provided and treatment for HIV positive 
mothers must be given with immediate effect. HIV/AIDS test before 
marriage must be made compulsory. It is important to ensure the Human 
Rights of HIV/AIDS patients but equally important is to make efforts, tc 
rehabilitate such patients and their families. To be effective, the 
response to HIV/AIDS must mobilize key actors throughout all branches 
of Government and include all policy areas, since only a combination of 
well-integrated and coordinated approaches can address the complexities 
of the epidemic. In all sectors, leadership must be developed and must 
demonstrate a dedication to HIV-related human rights. Governments 
should avoid unnecessary politicization of HIV/AIDS which diverts 
10 
government energy and divides the community rather than engendering a 
sense of solidarity and consensus in dealing with the epidemic. 
Government should join h^nds with the Non-Governmental 
Organisations, Judiciary, People living with HIV/AIDS and society at 
large, to fight the battle against HIV/AIDS. With courage, compassion, 
and commitment, this is a battle that can be won. 
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PREFACE 
No occurrence in recent times has generated the degree of public 
concern, scientific activity and puzzlement among the society than what 
has come to be recognized as pandemic of HIV/AIDS. The global 
epidemic is volatile, dynamic and unstable, and thus it requires a 
draconian response. One does not have to be a social scientist or a 
diplomat to know that people who live in orderly and well governed, 
societies-where there is economic opportunity, social justice, human 
rights and declining poverty; are less likely to be victims of this virus, 
less likely to be frustrated than those who live in chaotic and poorly 
managed societies, where rights and opportunities are denied, poverty is 
pervasive and where there is little hope of good or efficient government. 
Nothing today, is a greater challenge to the stability of society, than the 
epidemic of HIV/AIDS. 
The present study is a modest attempt to analyse the magnitude and 
nature of the problem of HIV/AIDS and Human Rights with special 
reference to the work of NGOs in India and suggests remedial measures 
to eliminate the outspread of the epidemic and stigma associated to it. 
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**The goal of realizing Human Rights is fundamental to the 
global fight against AIDS. And in a world facing a terrible 
epidemic-one that has already spread further, faster and to 
more devastating effect than any other in human history-
winning the fight against AIDS is precondition for achieving 
rights worth enjoying. ** 
Dr. Peter Plot 
UNAIDSy Executive Director 
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INTRODUCTION 
Today HIV/AIDS has become one of the most devastating disease 
mankind has ever faced. Since the epidemic began, it has become one of 
the largest causes of death worldwide. HIV continues to spread through 
out the world, by increasing challenges to human rights, at both national 
and global levels. The virus continues to be marked by discrimination 
against population groups; those who live on the fringes of society or 
who are assumed to be at risk of infection because of behaviour, race, 
ethnicity, sexual orientation, gender, or social characteristics that are 
stigmatized in a particular society. 
Since HIV/AIDS is a problem that profoundly affects most aspects of 
people's lives, it raises many social, economic and cultural issues that 
relate to human rights, ethics and law. Some focus on technical 
questions, such as the task of designing ethical protocols for HIV related 
research involving human subjects. Others are broad issues that pre date 
the epidemic, such as protecting the rights of commercially exploited 
children (a group especially vulnerable to HIV), guaranteeing the 
reproductive and sexual health rights of girls and women, and adopting 
legal or legislative instruments to ensure full integration and acceptance 
in society of people living with HIV/AIDS. 
Many people living with HIV/AIDS suffer discrimination, intolerance, 
and prejudice. In most of the world, discrimination also jeopardized 
equitable distribution of access to HIV related goods for prevention and 
care, including drugs necessary for HIV/AIDS care and the development 
of vaccines to respond to the specific needs of all population. As the 
number of people living with HIV/AIDS continues to grow in nations 
with different economics, social structure and legal systems, HIV/AIDS 
related human right issues are not only becoming more apparent, but 
also becoming increasingly diverse. 
Creating an environment in which there is respect for the human rights 
of people living with the virus or affected by it in other ways (for 
example AIDS orphans) will help them live a life of dignity without 
discrimination and also will reduce the numbers of people vulnerable to 
infection. 
Strengthening the human rights of women, children and marginalized 
groups is an important step. For a variety of economic, social and 
cultural reasons, human rights of such, vulnerable groups have been 
eroded in a number of countries. These vulnerable groups are 
disproportionately affected by HIV/AIDS and have more limited 
capacity and access to resources to prevent or treat infection. In a 
climate of discrimination, people are less likely to present themselves 
for voluntary HIV testing and are thereby unable to access treatment, 
care and support. This in turn hinders efforts by public health authorities 
to develop target policies and programmes to control the epidemic. 
It is against this background that UNAIDS and the office of the High 
Commissioner for human rights has jointly published international 
guidelines on HIV/AIDS and human rights. These guidelines, which 
constitute an important frame work for all best practices in the field of 
human rights and HIV/AIDS, offer concrete measures to protect human 
rights as an effective response to HIV/AIDS. They are important not just 
for people living with HIV/AIDS but also for society in general. The> 
provide an important means for supporting both human rights and public 
health, emphasizing the synergy between these two areas. These 
guidelines offer concrete measures that could be taken to protect human 
rights and health where HIV/AIDS is concerned. 
In broad terms, as set out in the guidelines, best practice in this area 
includes three main approaches: 
• Improving the capacity of governments to take on responsibility 
for dealing with the issue; encouraging them to coordinate this 
actions across ministries, non-governmental organizations, and 
communities and promote a supportive environment for groups 
vulnerable to HIV/AIDS. 
• Reforming laws and legal support services, focusing on anti 
discrimination, protection of public health, and the improvement 
of the status of women, children and marginalized groups. 
• Increasing private sector and community participation in the 
response to HIV/AIDS, including building capacity and 
responsibility of civil society to respond ethically and effectively. 
People living with HIV/AIDS, their friends and relatives, their 
communities, national and international policy—and decision makers, 
health professionals, and public at large, all to varying degrees, 
understand the fundamental linkages between HIV/AIDS and human 
rights. The importance of bringing HIV/AIDS policies and programmes 
in line with international human rights law is generally acknowledged 
but, unfortunately, rarely carried out in reality. Policymakers, program 
managers, and service provides must become more comfortable using 
human rights norms and standards to guide and limit the actions taken 
by or on behalf of governments in all matters affecting the response to 
HIV/AIDS. This requires genuine attention to build their capacity to 
recognize and promote the synergy between health and human rights, 
and to appreciate more fully the potential gains when health 
interventions are guided by human rights principles. For human rights to 
remain relevant to legal and policy work in HIV/AIDS, the contact 
between the conceptual work being done on the linkage between 
HIV/AIDS and human rights, and the realities faced by those working in 
advocacy, in policy and program design must be ongoing; it is the 
mutually supportive although occasionally mutually challenging 
interaction between the groups that will help to keep the work vital and 
useful. 
The United Nations agency said that unless nations are pulled together 
to defeat the pandemic of HIV/AIDS, HIV/AIDS would destro> any 
hope of a better life for tens of millions, including non sufferers 
worldwide. 
There is a multinational impact of this devastating epidemic. The global 
HIV pandemic has had a deeper multisectoral impact on the structure of 
hard hit nations, affecting their development and economic growth, 
communities, households and individuals. AIDS has been identified as a 
serious challenge to development, with both short and long term 
economic effect. HIV/AIDS often hits working age populations hardest, 
the workforce of many nations has been affected, as skilled workers are 
lost to the epidemic. The education sector has also been affected, as 
HIV/AIDS has claimed lives of teachers and has contributed to serious 
teacher shortage in several African and Asian countries. It can also 
affect school attendance and enrollment among children affected by 
HIV/AIDS. 
Increasing demand for health care services is overwhelming to the 
public health infrastructure in many developing countries. At the same 
time, many countries are loosing large number of health care workers to 
AIDS. Many of the nations hardest hit by HIV/AIDS also suffer from 
malnutrition and food insecurity. There challenges are interrelated with 
HIV/AIDS, each intensifying and complicating the effects of the other. 
The demographic effects of the epidemic may also be significant in hard 
hit countries, affecting their population growth, mortality rates and life 
expectancy. Individuals die at prematurely young age, during their most 
productive and reproductive years. One consequence of this is that there 
are fewer working age people to support the AIDS orphans and elderly. 
Thus HIV/AIDS continues to challenge the development of our society. 
With large population, low literacy rates and consequently low levels of 
awareness, HIV/AIDS is one of the most challenging public health 
problems ever faced by the country. India faces an accelerating threat 
from HIV with some states already experiencing a crossover of the virus 
from at risk groups into the general population. The spread of HIV 
within the country is as diverse as the societal patterns between its 
different regions, states and metropolitan areas. India's epidemic 
consists of a number of epidemics, which vary from states with mainl\ 
heterosexual transmission of HIV, to some states where injecting drug 
use is the main route of HIV transmission. Both tracking the epidemic 
and implementing effective programs poses a serious challenge to the 
authorities and communities. Lack of correct information and myths and 
misconceptions associated with HIV/AIDS still contributes to 
judgemental attitudes and barriers to effective program implementation. 
Addressing the issues of human rights violations and creating an 
enabling environment that increases knowledge and encourages 
behaviour change remains major challenges. Gender inequality in both 
the public and private realms contributes to women's vulnerability to 
HIV across the country. The expression of women's sexuality and 
decision-making is limited by social norms, which further make it 
difficult for them to access HIV/AIDS information and negotiate safe 
sex practice within and outside marriage. The potential spread of HIV to 
the general population necessitates the increase to prevention methods, 
expansion of Prevention of mother-to-child transmission of HIV 
(PMTCT) services and access to reproductive health services. Issue of 
property and inheritance rights are being addressed by the government 
in several situations, when men die, relatives may seize all property and 
evict orphans and widows. One of the major challenges in India is the 
increasing number of pediatric HIV infection and the lack of sufficient 
programmes. 
The global burden of HIV infection in the years to come will be borne 
overwhelmingly by people in developing countries. Increasingly, 
inequalities of gender, race and wealth will dictate the course of the 
pandemic, with infection rates increasing among the vulnerable groups. 
Social and economic dependence will be the major determinants of the 
future course of the HIV/AIDS pandemic. The health sector in low and 
middle income countries faces great responsibilities, challenges and 
opportunities as it draws upon the lessons and progress of the last few 
years and moves to further scale up towards universal access to 
HIV/AIDS prevention, treatment, care and support by 2010. Central to 
the response to the epidemic in every country, the health sector includes 
a diverse range of stakeholders of varying capacities; including often 
weak, public health systems as well as private. All must play their part 
and work together towards universal access. Much has been learned 
already about the weaknesses in health systems that are preventing 
countries from scaling up more quickly. Without focused attention to 
improving management capacity, procurement and supply systems, 
laboratory infrastructure, health information systems and the number of 
available health care personnel, universal access will not be achieved. 
The health sector can and must play a much more effective and 
counseling, PMTCT, offering prevention services to people living with 
HIV/AIDS and ending the health sector's neglect of the groups who 
most need prevention services, especially injecting drug users, sex 
workers and men who have sex with men. Sound, evidence-based tools 
and approaches should exist to help countries address these challenges. 
Working to achieve universal access to HIV/AIDS prevention, 
treatment, care and support are an important step in realizing o\er 
aching objective: the attainment by all people of the highest possible 
level of health. 
The presence of HIV/AIDS has led to the unravelling of many sad 
accounts of inhumanity that reflect the small mindedness of human 
nature and attitudes. But this distress has also given us an opportunity to 
reconsider and correct the ills. Among the many shortcomings that must 
be rectified, of vital importance is our health system, its insufficiency 
and the inquity it perpetuates. Researcher hope that the HIV/AIDS Bill 
presented in the parliament, is also seen as a precursor to greater health 
reform across the board and that it presses the state to deliver on its 
promise to invest seriously in this sector. Ultimately, the vision of the 
Bill is to create a strategy to tackle the HIV epidemic where ever\ 
person is a stakeholder, every voice is included and no one is left 
behind. It hopes to create a strategy that will at the end of the da\ 
strengthen our public health system and help the epidemic emerge from 
the underground, so that HIV/AIDS is no longer a synonym for fear, 
neglect, discrimination and violence but for empowerment, compassion. 
united action and triumph. 
STATEMENT OF THE PROBLEM 
India faces an AIDS 'tidal wave' which will result an irrevocable 
disaster unless checked as soon as possible. As per the estimates the 
numbers of people living with HIV/AIDS in India is between 2 million 
and 3.6 million. At the end of 2007, an estimated 33.2 million people 
globally were living with HIV. In that year alone, there were an 
estimated 2.1 million AIDS deaths and over 2.5 million new HIV 
infections. In many parts of the developing world, the majority of new 
HIV infections occur in young adults, with young women especially 
vulnerable. About one third of those currently living with HIV/AIDS are 
aged between 15-24. Many of them do not know they carry the deadh 
virus. Many millions more are vulnerable to HIV as they kno\\ nothing 
or too little about the virus, or are otherwise unable to protect 
themselves against it. 
The epidemic, of HIV/AIDS in India is following the same pattern as 
that of sub-saharan Africa in the 1980s, and it could become just as 
devastating unless preventive action is taken now. In "Hindsight, 
opportunities were missed to stem the explosive growth of AIDS in 
Africa", says Dr. Malcolm Potts, professor of population and family 
planning at UC Berkeley's school of public health and lead, author of 
the paper published in the British Medical Journal of a view and would 
be a tragedy if we don't apply the lessons learned from the failure to 
control the spread of HIV in Africa to the current situation in India. It is 
very painful to watch history repeating itself." 
Recent estimates indicate the HIV prevalence rate in India, which has a 
population of over one billion people, is less than one percent, but the 
law rate belies the looming pandemic on the horizon, according to Dr. 
Malcolm Potts. 
A report from the CIA's National Intelligence Council projects that the 
number of people infected with HIV in India will jump to 20-25 million 
by 2010. There is already evidence that, in some parts of India. HIV 
infection is moving from the core high risk groups of prostitutes and 
intravenous dry users into the general population. 
The exception of preventing mother to child transmission during birth. 
ARVs are difficult to use and are expensive in developing nations, even 
when drug companies greatly reduce the price. The most compelling 
lobbyists for extending ARV treatment to poor countries are infected 
individuals in rich countries. But focusing efforts on prevention rather 
than dry treatment can avert more infections and deaths from AIDS in 
developing nations. 
Another mistake made in the early years of the AIDS epidemic is the 
failure to act quickly on scientific evidence that sexually transmitted 
disease (STDs), contribute to the spread of HIV. 
Developing programmes that helped those at highest risk for HIV 
transmission, means dealing with groups that are marginalized in 
society, the prostitutes, IV drug users and men who have sex with men. 
There is still a traditional culture in India, but political leaders must be 
willing to acknowledge the need to commit more resources to these core 
groups if they want to slow the spread of HIV. 
We have a moral and social obligation to use the lessons leaned from 
Africa to prevent a similarly catastrophic spread of HIV in India. This 
involves coordinated efforts from national governments, various 
agencies and donor groups. To do anything less is unethical. 
The seriousness of the HIV/AIDS pandemic has been pinpointed on 
several occasions at the international level. In June 2000 the United 
Nations Security Council declared that, if unchecked, HIV/AIDS is 
likely to pose a major threat to economic, social and political stability as 
well as human society. Two reasons underlie this declaration. 
Firstly, HIV/AIDS is escalating at an alarming pace in the highly 
populated developing world, even though there are reports of prevented, 
curtailed or reversed epidemics mainly in developed countries. 
Secondly, HIV/AIDS cannot be viewed as just a serious health issue 
because it challengers all critical areas of development and impacts all 
levels of society. Since HIV/AIDS affects mainly those in the productive 
age, depletion of skilled work force jeopardizes national development. If 
left unchecked there will be consequences that invariably spill over to 
threaten the well being and security of other countries as well. 
In countries that are badly hit, the loss of bread winnes and decimation 
of the extended family leave many families, often headed by children 
who have been orphaned, with an uncertain and impoverished future that 
further increases their vulnerability to HIV/AIDS. The burden of carina 
for the sick and dying drains the physical and financial resources of 
families as well as place a heavier burden of family support and care on 
women and gilrs. The orphans are likely to be malnourished, poorly 
educated, emotionally traumatized and alienated from society. Vast 
majority of children made vulnerable by AIDS have not benefited from 
assistance beyond their own extended family and community even 
though significant actions have been taken by government. 
As adults, they may have multiple partners are unable to adequately 
parent the next generation, with serious implications for peace and 
security both within and between states. The reduced productivity 
worsens the social, economic and political situation of countries and 
people already beset by poverty. The consequent decline in national 
food security, deteriorating living conditions with malnutrition and 
starvation, increased illiterary as children drop out of school, stained 
health services, general social instability, endanger national 
development, governance and political stability. 
Globaly the countries vary in the stage of the epidemic, depending on 
their socio-economic status, the political commitment, organizational 
capacities of the government machinery, resource availability. 
mobilization of NGOs/ civil society/ community and the extent of the 
participation of the private sector in the fight against HIV/AIDS. While 
many countries like those in Asia do not have the gift of time to learn 
from the HIV/AIDS epidemic in Africa, that time is precariously short 
because of the very rapid spread of the virus, the big populations of Asia 
specially India and the specificity of the spread of the virus in the local, 
social and cultural contents. 
In the mid 1990s, it became clear that the relentless spread of HIV. and 
the epidemics devastating impact on all aspect of human lives and on 
social and economic development, were creating an emergenc} that 
would require a greatly expanded United Nations effort. No single 
United Nations organization was in a position to provide the co-
ordinated assistance needed to address the many factors driving the HIV 
epidemic, or help countries deal with the impact of HIV/AIDS on house 
holds, communities and local economics. 
Addressing these challenges head-on the United Nations took on 
innovative approach in 1996, drawing six organization together in a 
joint and co-sponsored, programme-the joint United Nations programme 
on HIV/AIDS (UNAIDS). 
The HIV/AIDS epidemic has been described as a humanitarian 
emergency by former U.N. Secretary—General Kofi Annan. Leading 
Centres for Disease Control (CDC) epidemiologist, Kevin de Kock. told 
in the February 2001 Retrovirus conference in Chicago that HIV would 
do more to undermine development in Africa and India on 21'* century 
than slavery had done in the 19'^ century. 
It is also important to point out at the outset that whilst there has been 
an international trend towards the recognition of civil and political 
rights by governments, there has been stagnation and often a regression 
in the progressive realization of social and economic rights. This is 
reflected in the United Nation Human Development Report for 2000— 
and is a major factor explaining the inability of governments to control 
and slow down the spread of HIV/AIDS. At the same time, the AIDS 
epidemic constitutes a particular threat to a states ongoing ability to 
deliver social and economic rights in the long term. Increasing pressure 
on health and education system, for example, depletes the resources and 
capacity of a state, especially in the developing world, to maintain the 
delivery of these services. 
HIV/AIDS therefore is a problem that does not respect national borders 
and there is evidence that unless prevention efforts are sustained, new 
epidemics of HIV can readily arise to threaten peace, human rights, 
security and survival. A new approach is required to halt and begin to 
reverse the epidemic. This approach much acknowledge that HIV/AIDS 
is a development, security and human rights issue which threatens the 
survival not only of individuals but also communities and nations. 
People living with HIV/AIDS are often subject to discrimination and 
stigmatization that can permeate every aspect of life-employment, 
medical treatment, the care and custody of children and other social 
relationships. People with HIV have been fixed simply because of their 
serostatus. Courts have implied tliat serostatus is a factor of inability to 
be a nurturing and protective parent. The list of examples of 
discriminatory practices, is unfortunately extensive, which has been 
discussed in the coming chapters. 
The stigma associated with HIV/AIDS deprives people of their dignity 
and communities of productive members. Equally as detrimental, it 
provides an inentive to avoid testing, especially in circumstances when 
treatment options are limited or non-existent. The proper balance 
between providing access to affordable medication and protecting 
intellectual property rights is one of the foremost human rights questions 
provoked by the AIDS pandemic. 
Women in many societies are at an economic and political power 
disadvantage. Unequal rights and opportunities with regard to 
employment, property ownership, marriage, divorce, and inheritance 
place women in a position of economic dependence on their spouses or 
other family members. Where women do not have equal access to well 
paying jobs, they may be forced into marriage or commercial sex work 
out of economic necessity, which brings them within the perview of 
HIV/ AIDS. 
Children are especially vulnerable, lacking the physical and social 
power to protect themselves, they are at risk of sexual abuse. This innate 
vulnerability has been exacerbated by the HIV/AIDS epidemic, which 
has left an estimated fourteen million children orphan. This number is 
rising. Economically socially, and physically, vulnerable. AIDS 
orphans, risk being taken advantage of sexual exploitation or child 
labour. Beliefs in same regions that having intercourse with a virgin will 
cure HIV/AIDS or that young females are less likely to have contracted 
the disease lead to rape, intergenerational sex, and intergenerational 
marriage, leaving children open to exposure to the disease. 
The WHO'S report has warned India as it is not ready for full social and 
economic impact of AIDS, which has killed more that 30 million people 
in the last quarter century. As this pandemic is spreading alarmingly, it 
is high time for the Indian government to enact a law to curb this 
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menace. Even now if this epedimic continued unchecked by the Indian 
government, then India has to face a catastrophic social and economic 
consequence. Indian government with the indispensable efforts of 
judiciary and NGO's should came together to fight a battle against 
HIV/AIDS. 
OBJECT 
• Despite the constitutional guarantee of various rights under 
Article 14 (Equality before law), Article 16 (Equality of 
opportunity in employment), Article 21 (Right to life) and Article 
21-A (Right to Education) in the Indian Constitution to the 
citizens of India, the HIV/AIDS victims are denied of these rights. 
Therefore, the main objective of the present study is to understand 
the plight of people living with HIV/AIDS, if they are denied of 
the human rights. 
• To study the inter-relationship between the Human Rights and 
people living with HIV/AIDS as Human Rights are fundamental to 
any response to HIV/AIDS. 
• To study and examine the gender issues as violation of human 
rights of women and girls is one of the important reasons as to 
why women are particularly and severely affected by the 
pandemic. 
• To study the alarming rise of the pandemic in India, as the crisis 
continues to deepen as it becomes clear that the epidemic is 
affecting all sectors of Indian society. 
• To study the lacunae in the legislature of India as till date there is 
no legislation on the rising pandemic of HIV/AIDS. 
• To investigate/ascertain the work of NGOs particular!} in the 
field of prevention, treatment and rehabilitation of the people 
living with HIV/AIDS. 
• To access the role of judiciary in protecting and preventing the 
rights of the people living with HIV/AIDS. 
• To study the need to find effective ways to deal with the 
transmission of HIV as such need is now greater then it has ever 
been. 
HYPOTHESIS 
• It is hypothesized that, the law prohibits any discrimination, but 
this provision seems to be of ineffective to the people living with 
HIV/AIDS and the operation of law has no purview over the 
stigma and discrimination association with HIV/AIDS. 
• That HIV/AIDS positive people are the most discriminated in the 
society. 
• That in spite of judicial activism to check discrimination the 
problem remains more or less the same. 
• Why the government failed implement the Apex court s 
directions/Guidelines. 
• That in spite of this grave problem there is still no legislation to 
curb the menace of HIV/AIDS. 
• The people living with HIV/AIDS are denied of their basic human 
rights. 
• That there is urgent need for awareness among the masses 
regarding HIV/AIDS. 
• There are loop holes in the existing laws, and to fill the gap the 
meaning of Right to life guaranteed in the Indian Constitution 
must be broadened. 
RESEARCH METHODOLOGY 
In order to achieve the above objectives both doctrinal and non-doctrinal 
methods have been adopted. Apart from resorting relevant statutor} 
materials for making thoughtful study-reports, books, articles and 
commenataries by various authors on HIV/AIDS and Human Rights. 
Statutory material of some foreign countries has also been taken into 
consideration. Judicial decisions and case studies have been thorouehl\ 
examined. Futher the landmark judgement and other cases have been 
discussed elaborately. The work of the legislature, institutes including 
NGOs in the field of HIV/AIDS have also been analysed. Efforts made 
by the NGOs have been studied personally. 
REVIEW OF LITERATURE 
For the in-depth study on the topic of research, the researcher had gone 
through several important literatures regarding the topic. 
• Right to Health in the context of HIV/AIDS in India and Africa 
(2008) by Manoj Kumar Sinha, deals with important issues related 
with HIV/AIDS and how these issues have affected, India and 
Africa. It also discusses the initiative undertaken by the national 
governments and international organizations to mitigate its effect 
by providing appropriate, adequate and timely medical facilities 
and creative conducive social environment for people living with 
HIV/AIDS. The book traces the linkages of human rights and the 
right to health. The book also traces the role of Indian Judiciar) in 
the filed of HIV/AIDS. 
• Legal Aspects of HIV/AIDS: A guide for policy and law Reform 
(2007) by Lance Gable, is an invaluable resource for lawyers. 
policy makers and other practitioners with an interest in 
countrie's response to HIV/AIDS. It covers wide ranging topics 
explaining how laws and regulations can either underpin or 
undermine public health programs and responsible personal 
behaviour. For each topic, the book summarizes the key legal or 
policy issues, provides relevant practice examples" (citing actual 
laws and regulations) and offers a selective list of refereness that 
may be consulted for more information. 
• International Guidelines on HIV/AIDS and Human Rights (2006) 
by United Nations, consolidates the guidelines adopted at 2"'' 
international consultation on HIV/AIDS and Human Rights, held 
in Geneva in September 1996, and the revised guidelines on 
access to prevention, treatment, care and support adopted at the 
3"^  International consultation on HIV/AIDS and Human Rights 
held in Geneva in July 2002. These guidelines are designed to 
assist states in creating a positive, rights based response to HIV 
that is effective in reducing the transmission and impact of HIV 
and AIDS and is consistent with human rights and fundamental 
freedoms. 
HIV/AIDS and Human Rights (2006) by V.P. Srivastav, Covers a 
wide range of issues like rights of HIV/AIDS patients. This book 
not only analyses the imperatives, dimensions and deficiencies but 
also provides valuable suggestions to guide the national and 
global response to AIDS keeping in tune with the fast changing 
situations and requirements. 
Combating AIDS in 21^' centery: Issues and Challenges (2001) by 
D.N Karkar and S.N Karkar, explores the ways in which 
HIV/AIDS has, and continues to transform the wide range of 
related disciplines it touches. 
Health and Human Rights (1991) by Jonathan M. Mannand Sofia 
Gruskin, includes contributions by doctor, lawyers and 
government representatives which is the first comprehensive 
anthology of essays in the new field to address the balance 
between public health and human rights awareness. The essays in 
this collection, cover issues including ethnic cleansing, women's 
reproductive choices and AIDS and HIV policies and treatments. 
It is an essential introduction to the developing field of health and 
Human Rights. 
AIDS, law and Human Rights (1998) by Faizan Mustafa. 
exclusively deals with the relationship between HIV/AIDS and 
Human Rights. It brings forth the importance of effective legal 
approach in the field of HIV and AIDS. It provides key contextual 
information, for those new to the field. It also includes, an 
international focus evolving African and Asian experiences. 
Human Rights and Public Health in the AIDS Pandemic (1997) by 
Larry Gostin and Zita Lazzarini, makes a compelling case for 
synergy between the two fields of public health and human rights. 
It further examines issues of HIV testing, screening, partner 
notification, isolation, quarantine and criminalization of persons 
with HIV/AIDS, within the framework of international human 
rights law. The authors evaluate the public health implications of 
a wide range of AIDS policies in developed as well as developing 
countries. The role of women in society receives special 
emphasis. 
• Aids in the world II: Global Dimensions, Social Roots and 
Responses (1996) by Jonathan M. Mann and D. Tarantola. 
enumerates that the AIDS pandemic has become increasingly 
fragmented with the world population. Its charts a course into the 
future based on an incisive investigation of the global pandemic 
and response, the crucial lessons learned from the first decade, 
and their expert understanding of the scientific and social 
dimensions of HIV challenge. The authors explain how the variety 
of reactions to the pandemic, has contributed to a more advanced 
awareness of our vulnerability to HIV/AIDS, and offers a blue 
print for an expanded global prevention effort. 
• The Rights of People who are HIV positive (1996) by William B.. 
Ruth E. and Larryo. Gostin, insists that one cannot lose sight of 
fundamental human rights issues that are at stake in the HIV 
crisis. The health policies, practices and programs generated in 
response to HIV raise a myriad of challenging legal questions that 
cut cross many areas of life and the law. 
• Until the Cure: Caring for women with HIV (1993) by Ann Kurth. 
discusses clinical care for women with HIV. providing 
information on how the disease affects women and what type of 
gynecological treatment, reproductive counselling, obstetrical 
management and neuropsychiatric considerations are to be made. 
The book explores ethical issues such as the reproductive rights of 
women with HIV/AIDS. 
Various articles, websites, magazines and journals have also been 
studied. 
CHAPTERIZATION 
Keeping in view the ambit, objectives and grey areas in the existing 
scenario, the scope of the detailed study has been tailored into 7 
chapters: 
Chapter-1 is an introductory note regarding the epidemic of HIV/AIDS. 
It enumerates the statement of problem, the object of study, the 
hypothesis, review of literature and research methodology. 
Chapter -2 begins by examining the focus during the 1980's on the 
human rights of people living with HIV/AIDS, which shaped the initial 
understanding of the AIDS and Human Rights relationship. It analyzes 
how this focus led to recognition of the applicability of international law 
to HIV/AIDS and from there to increased understanding of the 
importance of human rights as a factor in determining people's 
vulnerability to HIV infection. It also deals with the guidelines on the 
HIV/AIDS and human rights and the justification on the reasonable 
restriction on human rights. The final section focuses on the specific 
human rights responsibilities of governments in the context of 
HIV/AIDS and includes a framework for monitoring government action. 
Chapter-3 deals with the wide spread abuse of human rights and 
fundamental freedoms of women who are associated with HIV/AIDS. It 
highlights the women and girls relative lack of autonomy over their 
selves and sexual lives, and the social and economic inequality, violate a 
range of human rights including rights and security of the person and 
health. The security perspective is categorically discussed. The final 
section deals with the rights based approach to the HIV/AIDS and the 
empowerment of women and girls followed by the recommendations the 
researcher wants to make. 
Chapter-4 deals with the grave situation of HIV/AIDS in India, where 
special attention is given to the groups which are most affected by the 
deadly virus. The researcher has critically analyzed the situation of 
HIV/AIDS in India and the National Aids Control programme-phase 111 
Finally it focuses on the governmental initiatives and the National AIDS 
prevention and Control Policy. 
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Chapter-5 deals with the judicial response in the filed of HIV/AIDS. 
The chapter traces the jurisprudence developed by the Indian judiciary 
in the field of HIV/AIDS. Various legislations of different countries 
have also been taken into consideration. Special focus is on the 
recommendations by the Supreme Court of India. Finally it highlights 
the judicial activism which is the need of the hour, as the damage caused 
by HIV/AIDS is irreversible. 
Chapter-6 deals with important role of NGO's in protection and 
treatment of people living with HIV/AIDS. It further studies and 
eloborate the work undertaken by few selected NGOs who are working 
in the area of HIV/AIDS. It also focuses on the important aspect of 
rehabilitation of the people living with HIV/AIDS, AIDS orphans and 
widows, and commercial sex workers. In the final section the workplace 
strategy of the NGO's to manage HIV/AIDS in the workplace are laid 
down which are followed by the observation made by the researcher. 
Chapter-7 concludes the study. The researcher has humbly submitted 
certain recommendations and suggestions by which the government, the 
appropriate authorities and NGOs would be benefited. 
Bkapter - II 
I 
it 
HIV/AIDS AND HUMAN RIGHTS: 
CHALLENGES AND PROSPECTS 
HIV/AIDS is a social and legal problem that profoundly affects most 
aspects of people's lives. It raises many social, economic and cultural 
issues that relate to human rights, ethics and law. As HIV/AIDS is 
becoming a global scourge and the victims are found in every nook & 
corner of the world, we find a global concern for the issue of HIV/AIDS 
and Human Rights. The HIV/AIDS victims face discrimination, 
intimidation, humiliation and in many cases cruelty, their basic human 
right like right to life with dignity, association and movement etc are 
violated. We need effective laws and human rights norms to protect this 
vulnerable population. Human beings have the common human needs 
and concerns. Human rights are the fundamental rights for a human 
being to lead a dignified life by choice. The goal of realizing human 
rights is fundamental to the global fight against HIV/AIDS. 
Unfortunately people living with HIV/AIDS have become victims of 
human ignorance, religious orthodoxy, political shortsightedness and 
were deprived of basic human rights. Overcoming the global HIV 
epidemic is a compelling case for global solidarity, peace and 
sustainability. Since the problem is global we need global efforts to 
contain this menace. At the same time these should be a growing 
awareness about the epidemic but also sensitization of the people and 
government to respect the basic human rights of the victims is 
necessary. The victims need love, sympathy, empathy and compassion. 
It can only be possible when people living with HIV/AIDS are ensured 
their rights. 
State's obligation to promote and protect HIV/AIDS related human 
rights are defined in existing international treaties. HIV/AIDS related 
human rights include the right to life; the right to liberty and security of 
the person; the right to the highest attainable standard of mental and 
physical health, the right to non discrimination, equal protection and 
equality before law; the right to freedom of movement; the right to seek 
and enjoy asylum; the right to privacy; the right to freedom of 
expression and opinion and the right to freely receive and impart 
information; the right to freedom of association; the right to marry and 
found a family; the right to work; the right to equal access to education; 
the right to an adequate standard of living; the right to social security, 
assistance and welfare; the right to share in scientific advancement and 
its benefit; the right to participate in public and cultural life; and the 
right to be free from torture and other cruel, inhuman or degrading 
treatment or punishment ^'\ 
Many people with HIV/AIDS suffer discrimination, intolerance and 
prejudice. The rights of people living with HIV/AIDS are often violated 
causing them to suffer both the burden of disease and the consequential 
loss of other rights. Stigmatization and discrimination obstruct their 
access to treatment and may affect their rights of employment, housing 
and other rights. This, in turn, contributes to the vulnerability of others 
to infection, since HIV- related stigma and discrimination discourages 
individuals infected with and affected by HIV from contacting health 
and social services. The result is that those most needing information, 
education and counselling will not benefit even where such services are 
available. 
Human Rights are inextricably linked with the spread, control. 
prevention, protection and impact of HIV/AIDS on individuals and 
communities around the world. It is also apparent in the fact that the 
overwhelming burden of the epidemic today is borne by developing 
countries, where the disease threatens to reverse vital achievements in 
human development. AIDS and poverty are now mutually reinforcing 
negative forces in many developing countries. 
Today, people living with HIV/AIDS and the communities around the 
world that are struggling under the burden of the epidemic continue to 
face stigma and discrimination. Free, frank and effective HlV/AlDS 
education programs are still censored; property and other rights are still 
denied to women, children and young people making them vulnerable to 
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AIDS, and children with AIDS still find themselves thrown out of 
schools. 
Lack of respect for human rights continues to increase vulnerability to 
HIV infection of individuals and the whole society. Strategies to combat 
the HIV/AIDS epidemic are hampered in an environment where human 
rights are not respected. Refugees, migrants, prisoners, men who have 
sex with men, sex workers and injecting drug users may be more 
vulnerable to contracting HIV/AIDS because they often are unable to 
realize their civil, political, economic, social and cultural rights. 
Further gender inequalities spur on the spread of the epidemic and its 
disproportionate impact is on women. Likewise, the failure to provide 
access to education and information about HIV/AIDS, or treatment and 
care support services further fuels the AIDS epidemic. These elements 
are essential components of an effective response to HIV/AIDS, which 
is hampered if these rights are not respected. 
HIV/AIDS related stigma remains one of the greatest obstacles to people 
living with HIV being able to exercise their human rights. Stigma is also 
a major barrier to creating and implementing HIV programmes. Stigma 
lies at the root of discriminatory actions that exclude people who need 
HIV/AIDS related services. Discrimination is an infringement of human 
rights that often leads to people being subjected to various forms of 
abuse. This includes discrimination by family, friends, relatives, 
employees, doctors, teachers and priests and excludes them from social 
functions and are being denied benefits, privileges or services. 
Respect, protection, promotion and fulfillment of human rights are 
central to the HIV/AIDS agenda in mitigating the social and economic 
impact of the pandemic, reducing vulnerability to HIV infection b\ 
addressing its root causes, lessening the burden of people living with 
HIV/AIDS, enhancing and enriching skills and knowledge of the 
individuals and communities to respond to the pandemic. 
Recognition of the inherent dignity and of the equal and inalienable 
rights of all members of the human family is the foundation of freedom, 
justice and peace in the world. There is nothing permanent in this world 
except the change itself. If we want peace, democracy, equity, justice. 
prosperity, solidarity, good governance and sustainability, we cannot 
ignore and neglect to work for ensuring human rights for people living 
with HIV/AIDS. Man is the most creative creature in this world. Many 
times we have failed to deal with our own species in a humanly way. It 
is seen many times people living with HIV/AIDS dies, not because of 
HIV /AIDS but due to the fear; the fear of not being loved and cared by 
their family, friends and society kills them more than the virus. HIV 
does not discriminate and anyone can be infected if the preventive 
measures are not taken properly. HIV/AIDS can be the reason and an 
opportunity for the global citizen to work collectively with hearts, heads 
and hands together to deal with this global issue, which is threatening 
the global peace, sustainable development and continuation of Homo 
sapiens. Society acceptance, support and cooperation are essential for 
building a loving, caring, understanding and friendly society for people 
living with HIV/AIDS. 
Where individuals and communities are able to realize their rights, the 
personal and societal impacts of HIV and AIDS are reduced. Where an 
open and supportive environment exists for those infected with HIV; 
where they are protected from discrimination, treated with dignity and 
provided with access to treatment, care and support; and where AIDS is 
destigmatized, individuals are more likely to seek testing in order to 
know their status. In turn, those people who are HIV positive may deal 
with their status more effectively, by seeking and receiving treatment 
and psychosocial support, and by taking measures to prevent 
transmission to others, thus reducing the impact of HIV/AIDS on 
themselves and on others in society. Human rights are fundamental to 
the response to HIV/AIDS, for three reasons: ethical, because all human 
beings have a right to health, to life and all other human rights; legal, to 
implement The International Declaration on Human Rights and the many 
other international and national laws and guidelines on human rights. 
and for pragmatic reasons, because it is beyond doubt that a human 
rights based response, which empowers our whole community to avoid 
infection, and which treats those with HIV, with respect and inclusion 
and aims to properly manage their health, is significantly more effective 
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in reducing the spread of HIV than a response of silence, discrimination 
or exclusion. 
HIV/AIDS : AN INTERFACE 
Human Rights are inextricably linked with the spread and impact of 
HIV/AIDS on individual and communities around the world. A lack of 
respect for human rights fuels the spread and exacerbates the impact of 
the disease, while at the same time HIV/AIDS undermines progress in 
the realization of human rights. This link is apparent in the 
disproportionate incidence and spread of the disease among certain 
groups which, depending on the nature of the epidemic and the 
prevailing social, legal and economic conditions, include women and 
children, and particularly those living in poverty. 
Human Rights are fundamental to any response to HIV/AIDS. This has 
been recognized since the first global AIDS strategy was developed in 
1987. Human Rights and public health share the common goal of 
promoting and protecting the well-being of individuals. The promotion 
and protection of human rights are necessary to empower individuals 
and communities to respond to HIV/AIDS, to reduce vulnerability to 
HIV infection and to lessen the adverse impact of HIV/AIDS on those 
affected. It is also apparent fact that the over-whelming burden of the 
epidemic today is on developing countries, where the disease threatens 
to reverse in human development. AIDS and poverty are now mutually 
reinforcing negative forces in major developing countries. 
The relationship between the HIV/AIDS and human rights is highlighted 
in three areas: 
a) Increased Vulnerability: Certain groups are more vulnerable to 
contracting HIV viruses because they are unable to realize their 
civil, political, economic, social and cultural rights. For example, 
individuals who are denied the right to freedom of association and 
access to information may be precluded from discussing issues 
related to HIV/AIDS, participating in AIDS service organization 
and self-help groups, and taking other preventive measures to 
protect themselves from HIV infection. Women and particularly 
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young Women, are more vulnerable to infection if they lack 
access to information, education and services necessary to ensure 
sexual and reproductive health and prevention of infection. The 
unequal status of women in the community also means that their 
capacity to negotiate in the context of sexual activity is severely 
undermined. People living'in poverty often are unable to access 
HIV care and treatment, including antiretroviral and other 
medications for opportunistic infections. ^^^ 
b) Discrimination and Stisma : The right of people living with 
HIV/AIDS often are violated because of their presumed or known 
HIV status, causing them to suffer both the burden of the disease 
and the consequential loss of other rights. Stigmatisation and 
discrimination may obstruct their access to treatment and may 
affect their employment, housing and other Human Right. This, in 
turn, contributes to the vulnerability of others to infection, since 
HIV related stigma and discrimination discourages individuals 
infected with and affected by HIV from contacting health and 
social services. The result is that those most needing information, 
education and counselling will not benefit even where such 
services are available.^^^ 
c) Impedes an effective response ; Strategies to combat the 
HIV/AIDS epidemic are hampered in an environment where 
human rights are not respected. For example, discrimination and 
stigmatization of vulnerable groups such as injecting drug users. 
sex workers, and men who have sex with men and drivers. This 
inhibits the ability to reach these populations with prevention 
efforts, and thus increases their vulnerability to HIV/AIDS. 
Likewise, the failure to provide access to education and 
information about HIV/ AIDS, or treatment and care and support 
services further fuels the HIV/AIDS epidemic. These elements are 
essential components of an effective response to HIV/ AIDS, 
which is hampered if these rights are not respected. ^^^ 
It is crystal clear that HIV/ AIDS has brought in its wake blatant 
violation of the rights of people in both developed as well as in 
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developing countries. The key rights to information, education, health 
and non- discrimination are among the first to be violated in the panic 
surrounding, a growing HIV infection rate. Further respect for Human 
Rights is necessary to protect public health. Likewise it has been 
recognized that protection of human rights is essential for preventing the 
spread of HIV and for ensuring care and support to people living with 
HIV / AIDS ^^\ 
The Protection and promotion of human rights are therefore essential in 
preventing the spread of HIV and to mitigate the social and economic 
impact of the pandemic ^ \^ The reasons for this are three fold. First, the 
promotion and protection of human rights reduces vulnerability to HIV 
infection by addressing its root cause. Second, the adverse impact on the 
infected and affected by HIV is reduced. Third, individuals and 
communities have greater ability to respond to the pandemic. An 
effective international response to the pandemic therefore must be 
grounded in respect for all civil, cultural, economic, political, and social 
rights and the rights to development, in accordance with international 
human rights standards, norms and principles.^^^ 
There is increasing recognition that public heath often provides 
compelling justification for safeguarding human rights, despite the 
respect, protection and fulfillment which they must in their own right. In 
the context of HIV/AIDS, an environment in which human rights are 
respected ensures that vulnerability to HIV/ AIDS is reduced, those 
infected with and affected by HIV/AIDS, live a life of dignity without 
discrimination and the personal and societal impact of HIV infection is 
alleviated.^^^ 
RECOGNITION OF THE RELATIONSHIP BETWEEN HUMAN 
RIGHTS AND HIV/ AIDS 
In the 1980's the relationship between HIV/AIDS and human rights was 
only understood as it involved people infected with HIV and with AIDS 
and the discrimination to which they were subjected. For HIV-infected 
people and people with AIDS, the concerns included mandatory HIV 
testing; restrictions on international travel; barriers to employment and 
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housing, access to education, medical care; and /or health insurance; and 
the many issues raided by names reporting, partner notification, and 
confidentiality. These issues are grave, and almost 20 years into the 
epidemic, they have not been resolved. In some ways, the situation has 
become even more complicated, as old issues appear in new places or 
present themselves in new or different ways. For example in certain 
settings, access to employment has continued to be routinely denied to 
people infected with HIV/AIDS ^^\ Even in places where this situation 
has improved, HIV infected individuals now run the risk of finding 
themselves excluded from workplace, health insurance schemes, with 
considerable impact on their health, and therefore on their capacity to 
work. These are also new issues, with tremendous human rights 
implications, that have been raised for HIV infected people, in particular 
the large and growing disparities and inequities regarding access to 
antiretroviral therapies and other forms of care. 
Many people do not know they carry the virus. Many millions more are 
vulnerable to HIV as they know nothing or too little about the virus or 
are otherwise unable to protect themselves against it. 
The 1890's was extremely important is defining some of the connections 
between HIV/AIDS and human rights. By the end of the decade, the call 
for human rights and for compassion and solidarity with people living 
with HIV/AIDS had been explicitly embodied in the first WHO global 
response to AIDS ^'°\ This approach was motivated by moral outrage 
but also by the recognition that protection of human rights was a 
necessary element of a worldwide public-heath response to the emerging 
epidemic. 
The implications of this call were far-reaching. By framing this family 
health strategy in human rights terms, it became anchored in 
international law, thereby making governments and intergovernmental 
organizations publicly accountable for their actions towards people 
living with HIV/AIDS. The ground breaking contributions of this era 
lies in the recognition of the applicability of international law to 
HIV/AIDS and therefore to the ultimate responsibility and 
accountability of the state under international law for issues relating to 
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health and well being. It is also apparent in the fact that the 
overwhelming burden of the epidemic today is borne by developing 
countries, where the disease threatens to reverse vital achievements in 
human development. 
THE IMPORTANCE OF HUMAN RIGHTS IN CONTEXT OF 
HIV/AIDS: HISTORICAL DEVELOPMENT 
For many years since the advent of HIV/AIDS, various 
intergovernmental, non-governmental and governmental bodies have 
recognized the important relationship between the protection of human 
rights and effective response to HIV/AIDS. Some o f these are briefly 
discussed below. 
The World Health Organization (WHO) held an International 
Consultation on Health Legislation and Ethics in the Fields of HIV/ 
AIDS in April 1998 at Oslo. It advocated bringing down the barriers 
between people who were infected and those who were not infected and 
placing actual barriers (e.g. condoms) between individuals and the virus. 
On 13 May 1988, the World Health Assembly passed resolution 
WHA41.24 entitled "Avoidance of discrimination in relation of HIV-
infected people and people with AIDS", which underlined how vital 
respect for human rights was for the success of national AIDS 
prevention and control programmes and urged member states to avoid 
discriminatory actions in the provision of services, employment and 
travel. Resolution WHA45.35 of 14 May 1992 recognized that there is 
no public health rationale for measures which arbitrarily limit individual 
rights, such as mandatory screening. In 1990, the World Health 
Organization conducted regional workshops on the legal and ethical 
aspects of HIV/ AIDS at Seoul, Brazzaville and New Delhi. The first of 
these workshops developed guidelines to evaluate current and elaborate 
future legal measures for the control of HIV/ AIDS to be used as 
checklist by countries considering legal policy issues.^'" In November 
1991, the WHO Regional Office for Europe and the International 
Context of Public Health and Human Rights in Prague, which considered 
the Rights and Humanity Declaration and Charter, and developed a 
consensus statement (the Prague Statement). Three further consultations 
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of HIV, law and law reform were convened during 1995 by the WHO 
Regional Office for Europe, for countries in Eastern Europe and Central 
Asia. 
The United Nations Development Programme held Inter-Country 
Consultations on Ethics, Law and HIV in Cebu (Phillipines) in May 
1993 and in Dakar, in June 1994 ^'^\ Both of these consultations 
produced consensus documents reaffirming a commitment to 
voluntarism, ethics and the human rights effects of those effected (Cebu 
Statement of Belief and the Dakar Declaration). UNDP also held 
Regional Training Workshops on HIV, Law and Law Reform in Asia 
and the Pacific at Colombo, Beijing and Nadi (Fiji) in 1995. 
Law reform programmes focusing on human rights have been ongoing in 
countries such as Australia, Canada, the United States, South Africa and 
in the Latin American region, together with networks of legal advocates, 
practitioners and activists at governmental and community levels. One 
concrete achievement of such groups has been the successful lobbying 
for general antidiscrimination legislation at national and local levels 
which defines disability broadly and sensitively enough to explicitly 
include HIV/AIDS. Such civil legislation exists in the United States, the 
United Kingdom, Australia, New Zealand and Hong Kong. In France, 
such definition and guidelines are contained in the Penal Code. Some 
countries have constitutional guarantees of human rights with practical 
enforcement mechanisms, such as the Canadian Charter of Rights. 
The United Nations General Assembly, in its resolutions 45/187 
December 1990 and 46/203 of 20 December 1991, emphasized the need 
to counter discrimination and to respect human rights and recognized 
that discriminatory measures drove HIV/AIDS underground, making it 
more difficult to combat, rather than stopping its spread. The Special 
Rapporteur of the United Nations Sub- Commission on Prevention of 
Discrimination and Protection of Minorities on discrimination against 
HIV infected people and people living with AIDS presented a series of 
reports to the Sub- Commission between 1990 and 1993."^* The Special 
Rapporteur's reports highlighted the need for education programmes to 
create a genuine climate of respect for human rights in order to eradicate 
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discriminatory practices which are contrary to International law. The 
right to health can only be implemented by advising people of the means 
of prevention. The Special Rapporteur noted the vulnerable situation of 
women and children in the spread of HIV. Since 1989, the Sub-
Commission, at its annual sessions, has adopted resolutions on 
discrimination against people living with HIV/AIDS.^'"^^ 
The United Nations Commission on Human Rights, at its annual 
sessions since 1990, has also adopted numerous resolutions on human 
rights and HIV/ AIDS which, inter- alia, confirm that discrimination on 
the basis of HIV/AIDS status, actual or presumed, is prohibited by 
existing international human rights standards and clarify that the terms 
"or other status" used in the non- discrimination clauses of such texts 
"Should be interpreted to include health status, such as HIV/ AIDS'".*'^^ 
There have also been prestigious academic international studies of 
HIV/AIDS and human rights. Including by the late Paul Sieghart for the 
British Medical Association Foundation for AIDS; *'^ ^ the Francois-
Xavier Bagnoud Centre for Health and Human Rights, Harvard School 
of Public Health; and the international Federations of Red Cross and 
Red Crescent Societies, '^^ ^ the National Advisory Committee on AIDS 
in Canada *'^ ^ the Pan -American Health Organisation (PAHO); *'^ * the 
Swiss Institute of Comparative Law; ^^ ^^  by the Danish Centre of Human 
Rights *^ '^  and by the Georgetown/ John Hopkins University Program in 
Law and Public Health. ^^ ^^  
Numerous characters and declarations which specially or generally 
recognize the human rights of people living with HIV/AIDS have been 
adopted at national and international conference and meetings, including 
the following: 
• London Declaration on AIDS Prevention, World Summit of 
Minister of Health, 28 January 1988. 
• Paris Declaration on Women, Children and AIDS, 30 March 1989 
• Recommendation on the Ethical Issues of HIV infection in the 
Health Care and Social Settings, Committee of Ministers of the 
Council of Europe, Strasbourg, October 1989. 
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Council of Europe, Committee of Ministers, Recommendation 
R(87)25 to member States concerning a common European public 
health policy to fight AIDS, Strasbourg, 1987 
European Union, European Parliament and Council Decisions on 
"Europe Against AIDS" programme (including dec. 19/317/EEC 
and dec. 1279/95/EC) 
Declaration of Basic Rights of Persons with HIV/AIDS, 
Organizing Committee of the Latin American Network of 
Community-Based Non-Governmental Organizations Fighting 
AIDS, November 1989 
Prague Statement, Pan-European Consultation on HIV/AIDS in 
the Context of Public Health and Human Rights, November 1991. 
Rights and Humanity Declaration and Charter on HIV and AIDS, 
United Nations Commission on Human Rights, 1992. 
South African AIDS Consortium Charter of Rights on AIDS and 
HIV, 1 December 1992 Cebu Statement of Beliefs. UNDP Inter-
Country Consultations on Ethics, Law and HIV, the Philippines, 
May 1993. 
Dakar Declaration, UNDP Inter-Country Consultations on Ethics, 
Law and HIV, Senegal, July 1994. 
Phnom Penh Declaration on Women and Human Rights and the 
Challenge of HIV/AIDS. Combodia, November 1994. 
Paris Declaration, World AIDS Summit, Paris, 1 December 1994. 
Malaysian AIDS Charter: Shared Rights, Shared Responsibilities. 
1995. 
Chiang Mai Proposal on Human Rights and Policy for People with 
HIV/AIDS, submitted to the Royal Thai Government, September 
1995. 
Asia- Pacific Council of AIDS Service Organization's Compact 
on Human Rights, September 1995. 
• Montreal Manifesto of the Universal Rights and Needs of People 
Living with HIV Disease Copenhagen Declaration on Social 
Developments and Programme of Action of the World Summit for 
Social Development, March 1995. 
• New Delhi Declaration and Action Plan on HIV/AIDS, 
Interdisciplinary Conference AIDS, Law and Humanity, 
December 1995. 
The formulation of the present Guidelines is a culmination of these 
international, regional and national activities and an attempt to draw on 
the best features of documents described above, whilst also focusing on 
strategic action plans to implement them. It has been noted that, 
although some positive measures at the national level to promote and 
protect human rights in the context of HIV/AIDS are in place, a 
dramatic gap between professed policy and implementation on the 
ground exits. It is hoped that these Guidelines, as a practical tool for 
States - in designing, coordinating and implementing their national 
HIV/AIDS policies and strategies, will assist in closing this gap between 
principles and practice and be instrumental in creating a rights- based 
and effective response to HIV/AIDS. 
GUIDELINES FOR STATE ACTION 
The International Guidelines on HIV/AIDS and Human rights were 
adopted by the Second International consultation. The purpose of these 
Guidelines are to promote and protect human rights in the context of 
HIV/AIDS by the States. These Guidelines are firmly anchored within a 
framework of existing international human rights norms and are based 
on many years of experience in identifying those strategies that have 
proven successful in addressing HIV/AIDS. The normative principles 
together with practical strategies provide the evidence and ideas for 
States to reorient and redesign their policies and programmes to ensure 
respect for HIV-related rights and to be most effective in addressing the 
epidemic. States should provide political leadership and financial 
resources sufficient to implement these strategies. 
The guidelines focus on activities by States in view of their obligations 
under international and regional human rights instruments. This is not to 
deny, however, the responsibilities of other key actors, such as the 
private sector, including professional groups such as health-care 
workers, the media, and religious communities. These groups also have 
responsibilities not to engage in discrimination and to implement 
protective and ethical policies and practices. 
Guideline 1: National framework 
States should establish an effective national framework for their 
response to HIV/AIDS which ensures a coordinated, participatory, 
transparent and accountable approach, integrating HIV/AIDS policy and 
programme responsibilities, across all branches of Government. 
Depending upon existing institutions, the level of the epidemic and 
institutional cultures, as well as the need to avoid overlapping of 
responsibilities, the following responses should be considered: 
(a) Formation of an interministerial committee to ensure integrated 
development and high-level coordination of individual ministerial 
national action plans and to monitor and implement the further 
HIV/AIDS strategies, as set out below. In federal systems, an 
intergovernmental committee should also be established with 
provincial/state, as well as national representation. Each ministry 
should ensure that HIV/AIDS and human rights are integrated into 
all its relevant plans and activities, including: 
Education 
Law and justice, including police and corrective services 
Science and research 
Employment and public service 
Welfare, social security and housing 
Immigration, indigenous populations, foreign affairs and 
development cooperation 
Health 
• Treasury and finance 
• Defence, including armed services 
(b) Ensuring that an informed and ongoing forum exists for briefing, 
policy discussion and law reform to deepen the level of 
understanding of the epidemic, in which all political viewpoints 
can participate at national and subnational levels, e.g. by 
establishing parliamentary or legislative committees with 
representation from major and minor political parties. 
(c) Formation or strengthening of advisory bodies to advise 
Government on legal and ethical issues, such as a legal and ethical 
sub-committee of the interministerial committee. Representation 
should consist of professional (public, law and education, science, 
bio-medical and social), religious and community groups, 
employers' and workers' organizations, NGOs and ASOs 
nominees/ experts and people living with HIV/AIDS. 
(d) Sensitization of the judicial branch of Government, in ways 
consistent with judicial independence, on the legal, ethical and 
human rights issues related to HIV/AIDS, including through 
judicial education and the development of judicial materials. 
(e) Ongoing interaction of government branches with United Nations 
Theme Groups on HIV/AIDS and other concerned international 
and bilateral actors to ensure that governmental responses to the 
HIV/AIDS epidemic will continue to make the best of assistance 
available from the international community. Such interaction 
should, reinforce cooperation and assistance to areas related to 
HIV/AIDS and human rights. 
To be effective, the response to HIV/AIDS must mobilize key actors 
throughout all branches of Government and include all policy areas. 
since only a combination of well-integrated and coordinated approaches 
can address the complexities of the epidemic. In all sectors, leadership 
must be developed and must demonstrate a dedication to HIV-related 
human rights. Governments should avoid unnecessary politicization of 
HIV/AIDS which diverts government energy and divides the community 
rather than engendering a sense of solidarity and consensus in dealing 
with the epidemic. Political commitment to dedicate adequate resources 
to respond to the epidemic within State is essential. Equally important is 
that these resources are channeled into productive and coordinated 
strategies. Role and lines of responsibility within Government, including 
for human rights issues, should be clarified. 
Most countries already have national AIDS committees. In some 
countries, there are also subnational committees. However, the 
persisting lack of coordination in government policy and the lack of 
specific attention to human rights issues relating to the HIV/AIDS 
epidemic suggest a need to consider possible additional structures or to 
strengthen and reorient those that exist to include legal and ethical 
issues. 
The coordination is essential within and between lower levels of 
Government. It is necessary to focus such coordination not only in 
creating specialized HIV/AIDS bodies, but also in securing a place for 
HIV/AIDS human rights issues in existing mainstream forums, such as 
regular gatherings of Ministers of, e.g. Health, Justice and Social 
Welfare. A multidisciplinary body with professional and community 
representation should exist to advise Government on legal and ethical 
issues. These bodies at the national level should also ensure 
coordination with UNAIDS, its co-sponsors and other international 
agencies i.e., donors, bilateral donors and others to reinforce 
cooperation and assistance to areas relating to HIV/AIDS and human 
rights. 
Guideline 2: Supporting community partnership 
States should ensure, through political and financial support that 
community consultation occurs in all phases of HIV/AIDS policy 
design, programme implementation and evaluation and that community 
organizations are enabled to carry out their activities, including in the 
fields of ethics, law and human rights effectively. 
(a) Community representation should comprise PLWHAs, CBOs, 
ASOs, human rights NGOs and representatives of vulnerable 
34 
groups/"^ Formal and regular mechanisms should be established 
to facilitate ongoing dialogue with and input from such 
community representatives into HIV-related government policies 
and programmes. This could be established through regular 
reporting by community representatives to the various 
government, parliamentary and judicial branches described in 
Guideline I, joint workshops with community representatives on 
policy, planning and evaluation of State responses and through 
mechanisms for receiving written submissions from the 
community. 
(b) Sufficient Government funding should be allocated in order to 
support, sustain and enhance community organizations in areas of 
core support, capacity-building and implementation of activities, 
including in areas concerning HIV-related ethics, human rights 
and law. Such activities might involve training seminars, 
workshops, networking, developing promotional and educational 
materials, advising clients of their human and legal rights, 
referring clients to relevant grievance bodies, collecting data on 
human rights issues and human rights advocacy. 
Community partners have knowledge and experience that States need in 
order to fashion effective State responses. This is particularly the case 
with regard to human rights issues, as community representatives are 
either directly affected by human rights problems or work directly with 
those who are affected. States should, therefore, ensure that this 
knowledge and experience are included in the development of 
HIV/AIDS policy, programmes and evaluation by recognizing the 
importance of such contributions and creating structural means by which 
to obtain them. 
The contribution of CBOs, NGOs, ASOs and PLWHAs is an essential 
part of the overall national response to the epidemic, including in the 
areas of ethics, law and human rights. As community representatives do 
not necessarily possess organizational ability or skills for advocacy, 
lobbying and human rights work, this contribution should be enhanced 
by State funding for administrative support, capacity-building, human 
3^ 
resource development and implementation of activities. Collection of 
complaint data by CBOs and NGOs is vital to inform Governments and 
the international community where the most serious HIV-related human 
rights problems are occurring and what effective action should be 
implemented in response. 
Law Review, Reform and Support Service 
Guideline 3: Public health legislation 
States should review and reform public health legislation to ensure that 
they adequately address the public health issues raised by HIV/AIDS, 
that their provisions application to casually transmitted diseases are not 
inappropriately applied to HIV/AIDS and that they are consistent with 
international human rights obligations. 
Public health legislation should contain the following components: 
(a) Public health law should fund and empower public health 
authorities to provide a comprehensive range of services for the 
prevention and treatment of HIV/AIDS, including relevant 
information and education, access to voluntary testing and 
counseling, STD and sexual and reproductive health services for 
men and women, condoms and drug treatment, services and clean 
injection materials, as well as adequate treatment for HIV/AIDS-
related illness, including pain prophylaxis. 
(b) Apart from surveillance testing and other unlinked testing done 
for epidemiological purposes, public health legislation should 
ensure that HIV testing of individuals should only be performed 
with the specific informed consent of that individual. Exceptions 
to voluntary testing would need specific judicial authorization, 
granted only after due evaluation of the important privacy and 
liberty considerations involved. 
(c) In view of the serious nature of HIV testing and in order to 
maximize prevention and care, public health legislation should 
ensure, whenever possible, that pre-and post-test counseling is 
provided in all cases. With the introduction of home-testine. 
36 
States should ensure quality control, maximize counselling and 
referral services for those who use such tests and establish legal 
and support services for those who are the victims of misuse of 
such tests by others. 
(d) Public health legislation should ensure that people are not 
subjected to coercive measures such as isolation, detention or 
quarantine on the basis of their HIV status. Where the liberty of 
persons living with HIV is restricted due to their illegal 
behaviour, due process protections (e.g. notice, rights of 
review/appeal, fixed rather than indeterminate periods of orders 
and rights of representation) should be guaranteed. 
(e) Public health legislation should ensure that HIV and AIDS cases 
reported to public health authorities for epidemiological purposes 
are subject to strict rules of data protection and confidentiality. 
(f) Public health legislation should ensure that information related to 
the HIV status of an individual is protected from unauthorized 
collection, use or disclosure in the health-care and other settings, 
and that the use of HIV-related information requires informed 
consent. 
(g) Public health legislation should authorize, but not require, that 
health care professionals decide, on the basis of each individual 
case and ethical considerations, to inform their patient's sexual 
partners of the HIV status of their patient. Such a decision should 
only be made in accordance with the following criteria. 
• The HIV positive person in question has been thoroughly 
counseled 
• Counselling of the HIV positive person has failed to 
achieve appropriate behavioural changes. 
• The HIV positive person has refused to notify, or consent to 
the notification of his/ her partners. 
• A real risk of HIV transmission to the partners exists. 
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• The HIV positive person is given reasonable advance 
notice. 
• The identity of the HIV positive person is concealed from 
the partners, if this is practically possible. 
• Follow up is provided to ensure support to those involved, 
as necessary. 
(h) Public health legislation should ensure that the blood/tissue/organ 
supply is free of HIV and other blood-borne diseases. 
(i) Public health law should require the implementation of universal 
infection control precautions in health-care and other setting 
involving exposure to blood and other bodily fluids. Persons 
working in these settings must be provided with the appropriate 
equipment and training to implement such precautions. 
(j) Public health legislation should require that health-care workers 
undergo a minimum of ethics and/or human rights training in 
order to be licensed to practice and should encourage professional 
societies of health-care workers to develop and enforce codes of 
conduct based on human rights and ethics, including HIV-related 
issues such as confidentiality and the duty to provide treatment. 
Guideline 4: Criminal laws and correctional systems 
States should review and reform criminal laws and correctional systems 
to ensure that they are consistent with international human rights 
obligations and are not misused in the context of HIV/AIDS or targeted 
against vulnerable groups. 
(a) Criminal and /or public health legislation should not include 
specific offences against the deliberate and international 
transmission of HIV but rather should apply general criminal 
offences to these exceptional cases. Such application should 
ensure that the elements of foresee ability, intent, causality and 
consent are clearly and legally established to support a guilty 
verdict and /or harsher penalties. 
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(b) Criminal law prohibiting sexual acts (including adultery, sodomy, 
fornication and commercial sexual encounters) between 
consenting adults in private should be reviewed, with the aim of 
repeal. In any even, they should not be allowed to impede 
provision of HIV/AIDS prevention and care services. 
(c) With regard to adult sex work that involves no victimization, 
criminal law should be reviewed with the aim to decriminalize, 
then legally regulate occupational health and safety conditions to 
protect sex workers and their clients, including support for safe 
sex during sex work. Criminal law should not impede provision of 
HIV/AIDS prevention and care services to sex workers and their 
clients. Criminal law should ensure that children and adult sex 
workers who have been trafficked or otherwise coerced into sex 
work are protected from participation in the sex industry and are 
not prosecuted for such participation but rather are removed from 
sex work and provided with medical and psycho-social support 
services, including those related to HIV. 
(d) Criminal law should not be an impediment to measures taken by 
States to reduce the risk of HIV transmission among injecting 
drug users and to provide HIV-related care and treatment for 
injecting drug users. Criminal law should be reviewed to consider: 
• The authorization or legalization and promotion of needle 
and syringe exchange programmes; 
• The repeal of laws criminalizing the possession. 
distribution and dispensing of needles and syringes. 
(e) Prison authorities should take all necessary measurers, including 
adequate staffing, effective surveillance and appropriate 
disciplinary measurers, to protect prisoners from rape, sexual 
violence and coercion. Prison authorities should also provide 
prisoners (and prison staff, as appropriate), with access to HIV-
related prevention information, education, voluntary testing and 
counselling, means of prevention (condoms, bleach and clean 
injection equipment), treatment and care and voluntary 
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participation in HIV-related clinical trials, as well as should 
ensure confidentiality, and should prohibit mandatory testing, 
segregation and denial of access to prison facilities, privileges and 
release programmes for HIV positive prisoners. Compassionate 
early release of prisoners living with AIDS should be considered. 
Guideline 5: Anti-discrimination and protective laws 
State should enact or strengthen anti-discrimination and other protective 
laws that protect vulnerable groups, people living with HIV/AIDS and 
people with disabilities from discrimination in both the public and 
private sectors, that will ensure privacy and confidentiality and ethics in 
research involving human subjects, emphasize education and 
conciliation and provide for speedy and effective administrative and 
civil remedies. 
(a) General anti-discrimination laws should be enacted or revised to 
cover people living with asymptomatic HIV infection, people 
living with AIDS and those merely suspected of HIV or AIDS. 
Such laws should also protect groups made more vulnerable to 
HIV/AIDS due to the discrimination they face. Disability laws 
should also be enacted or revised to include HIV/AIDS in their 
definition of disability. Such legislation should include the 
following: 
The areas covered should be as broad as possible, including health care, 
social security, welfare benefits, employment, education, sport. 
accommodation, clubs, trade unions, qualifying bodies, access to 
transport and other services; 
Direct and indirect discrimination should be covered, as should cases 
where HIV/AIDS is only one of several reasons for a discriminatory act, 
and prohibiting HIV/AIDS vilification should also be considered. 
Independent, speedy and effective legal and/or administrative 
procedures for seeking redress, containing such features as fast-tracking 
for cases where the complainant is terminally ill, investigatory powers 
to address systemic cases of discrimination in policies and procedures, 
ability to bring cases under pseudonym and representative complaints. 
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including the possibility of public interest organizations bringing cases 
on behalf of people living with HIV/AIDS. 
Exemption for superannuation and life insurance should only relate to 
reasonable actuarial data, so that HIV/AIDS is not treated differently 
from analogous medical conditions. 
(b) Traditional and customary laws which affect the status and 
treatment of various groups of society should be reviewed in the 
light of anti-discrimination laws. If necessary, these should be 
reformed to promote and protect human rights, so that legal 
remedies are made available, if such laws are misused, and 
information, education and community mobilization campaigns 
are conducted to change these laws and attitudes associated with 
them. 
(c) General confidentiality and privacy laws should be enacted. HIV-
related information on individuals should be included within 
definitions of personal/medical data subject to protection and 
should prohibited the unauthorized use and /or publication of 
HIV-related information on individuals. Privacy legislation should 
enable in individual to see his or her own records and to request 
amendments to ensure that such information is accurate, relevant, 
complete and up-to-date. An independent agency should be 
established to redress breaches of confidentiality. Provision 
should be made for professional bodies to discipline cases of 
breaches of confidentiality as professional misconduct under 
codes of conduct discussed below.^ ^^^ Unreasonable invasion of 
privacy by the media could also be included as a component of 
professional codes governing journalists. People living with 
HIV/AIDS should be authorized to demand that their identity and 
privacy are protected in legal proceedings in which information 
on these matters will be raised. 
(d) Laws, regulations and collective agreements should be enacted or 
reached so as to guarantee the following workplace rights: 
A national policy on HIV/AIDS and the workplace agreed 
upon in a tripartite body. 
Freedom from HIV screening for employment, promotion, 
training or benefits. 
Confidentiality regarding all medical information, including 
HIV/AIDS status. 
Employment security for workers living with HIV until they 
are no longer able to work, including reasonable alternative 
working arrangements. 
Defined safe practices for first aid and adequately equipped 
first-aid kits. 
Protection for social security and other benefits for workers 
living with HIV, including life insurance, pension, health 
insurance, termination and death benefits. 
Adequate health care accessible in or near the workplace. 
Adequate supplies of condoms available free to workers at 
the workplace. 
Workers' participation in decision-making on workplace 
issues related to HIV/AIDS. 
Access to information and education programmes on 
HIV/AIDS, as well as to relevant counselling and 
appropriate referral. 
Protection from stigmatization and discrimination by 
colleagues, unions, employers and clients. 
Appropriate inclusion in worker's compensation legislation 
of the occupational transmission of HIV (e.g. needle stick 
injuries), addressing such matters as the long latency period 
of infection, testing, counseling and confidentiality. 
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(e) Protective laws governing the legal and ethical protection of 
human participation in research, including HIV-related research, 
should be enacted or strengthened in relation to: 
• Non-discriminatory selection of participants, e.g. women, 
children, minorities. 
• Informed consent. 
• Confidentiality of personal information. 
• Equitable access to information and benefits emanating 
from research. 
• Counselling, protection from discrimination, health and 
support services provided during and after participation. 
• The establishment of local and /or national ethical review 
committees to ensure independent and ongoing ethical 
review, with participation by members of the community 
affected, of the research project. 
• Approval for use of safe and efficacious pharmaceuticals, 
vaccines and medical devices. 
(f) Anti-discrimination and protective laws should be enacted to 
reduce human rights violations against women in the context of 
HIV/AIDS, so as to reduce vulnerability of women to infection by 
HIV and to the impact of HIV/AIDS. In particular, laws should be 
reviewed and reformed to ensure equality of women regarding 
property and marital relations and access to employment and 
economic opportunity, so that discriminatory limitations are 
removed on rights to own and inherit property, enter into 
contracts and marriage, obtain credit and finance, initiate 
separation or divorce, equitably, equitably share assets upon 
divorce or separation and retain custody of children. Laws should 
also be enacted to ensure women's reproductive and sexual rights, 
including right of independent access to reproductive and STD 
health information and services and means of birth control, 
including safe and legal abortion and the freedom to choose 
among these, the right to determine number and spacing of 
children, the right to demand safer sex practices and the right to 
legal protection from sexual violence, outside and inside 
marriage, including legal provisions for marital rape. The age of 
consent to sex and marriage should be consistent for males and 
females and the right of women and girls to refuse marriage and 
sexual relations should be protected by law. The HIV status of a 
parent or child should not be treated any differently from any 
other analogous medical condition in making decisions regarding 
custody, fostering or adoption. 
(g) Anti-discrimination and protective laws should be enacted to 
reduce human rights violations against children in the context of 
HIV/AIDS, so as to reduce the vulnerability of children to 
infection by HIV and to the impact of HIV/AIDS. Such laws 
should provide for children's access to HIV-related information, 
education and means of prevention inside and outside school, 
govern children' access to voluntary testing with consent by the 
child or by the parent or appointed guardian, as appropriate, 
should protect children against mandatory testing, particularly if 
orphaned by HIV/AIDS, and provide for other protections in the 
context of orphans, including inheritance and/ or support. Such 
legislation should also protect children against sexual abuse, 
provide for their rehabilitation if abused and ensure that they are 
considered victims of wrongful behaviour, not subject to penalties 
themselves. Protection in the context of disability laws should 
also be ensured for children. 
(h) Anti-discrimination and protective laws should be enacted to 
reduce human rights violations against men having sex with men. 
including in the context of HIV/AIDS, in order inter alia, to 
reduce the vulnerability of men who have sex with men to 
infection by HIV and to the impact of HIV/AIDS. These measures 
should include providing penalties for vilification of people who 
engage in same-sex relationships, giving legal recognition to 
same-sex marriages and /or relationships and governing such 
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relationships with consistent property, divorce and inheritance 
provisions. The age of consent to sex and marriage should be 
consistent for heterosexual and homosexual relationships. Laws 
and police practices relating to assaults against men who have sex 
with men should be reviewed to ensure that adequate legal 
protection is given in these situations. 
(i) Laws and regulations that provide for restrictions on the 
movement or association of members of vulnerable groups in the 
context of HIV/AIDS should be removed in both law 
(decriminalized) and law enforcement. 
(j) Public health, criminal and anti-discrimination legislation should 
prohibit mandatory HIV-testing of targeted groups, including 
vulnerable groups. 
Guideline 6: Regulation of goods, services and information 
States should enact legislation to provide for the regulation of HIV-
related goods, services and information, so as to ensure widespread 
availability of qualitative prevention measurers and services, adequate 
HIV prevention and care information and safe and effective medication 
at an affordable price. 
(a) Laws and/or regulations should be enacted to enable 
implementation of a policy of widespread provision of 
information about HIV/AIDS through the mass media. This 
information should be aimed at the general public, as well as at 
various vulnerable groups that may have difficulties in accessing 
such information. HIV/AIDS information should be effective for 
its designated audience and not be inappropriately subject to 
censorship or other broadcasting standards. 
(b) Law and/ or regulations should be enacted to ensure the quality 
and availability of HIV tests and counseling. If home tests and/or 
rapid HIV test kits are permitted on the market, they should be 
strictly regulated to ensure quality and accuracy. The 
consequences of loss of epidemiological information, the lack of 
accompanying counselling and the risk of unauthorized uses, such 
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as for employment or immigration, should also be addressed. 
Legal and social support services should be established to protect 
individuals from abuses arising from such testing. 
(c) Legal quality control of condoms should be enforced and 
compliance with the International Condom Standard should be 
monitored in practice. Restrictions on the availability of 
preventive measures, such as condoms, bleach, clean needles and 
syringes, should be repealed and the provision of these through 
vending machines in appropriate locations should be considered, 
in the light of the increased accessibility and anonymity afforded 
to clients by this method of distribution. 
(d) Duties, customs laws and value-added taxes should be revised so 
as to maximize access to safe and effective medication at an 
affordable price. 
(e) Consumer protection laws or other relevant legislation should be 
enacted or strengthened to prevent fraudulent claims regarding the 
safety and efficacy of drugs, vaccines and medical devices, 
including those relating to HIV/AIDS. 
Guideline 7: Legal support services 
States should implement and support legal support services that will 
educate people affected by HIV/AIDS about their rights, provide free 
legal services to enforce those rights, develop expertise on HIV-related 
legal issues and utilize means of protection in addition to the courts, 
such as offices of Ministries of Justice, ombudspersons, health 
complaint units and human rights commissions. 
States should consider the following features in establishing such 
services: 
(a) State support for legal aid systems specializing in HIV/AIDS 
casework, possibly involving community legal aid centers and/or 
legal service service based in ASOs' 
(b) State support or inducements (e.g. tax reduction) to private sector 
law firms to provide free services to PLWHAs in areas such as 
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anti-discrimination and disability, health care rights (informed 
consent and confidentiality), property (wills, inheritance) and 
employment law; 
(c) State support for programmes to educate, raise awareness and 
build self-esteem among PLWHAs concerning their rights and/or 
to empower them to draft and disseminate their own 
charters/declarations of legal and human rights; State support for 
production and dissemination of HIV/AIDS legal rights brochures, 
resource personnel directories, handbooks^^^' practice manuals, 
student texts, model curricula for law courses and continuing legal 
education, and newsletters to encourage information exchange and 
network should also be provided. Such publications could report 
on case law, legislative reforms, national enforcement and 
monitoring systems for human rights abuses' 
(d) State support for HIV legal services and protection through a 
variety of offices, such as Ministry of Justice, procurator and 
other legal offices, health complaint unit's, ombudspersons and 
human rights commissions. 
Since laws regulate conduct between the State and the individual and 
between individuals, they provide an essential framework for the 
observance of human rights, including HIV-related human rights. The 
efficacy of this framework for the protection of human rights depends on 
the strength of the legal system in a given society and on the access of 
its citizens to the system. However, many legal systems worldwide are 
not strong enough, nor do marginalized populations have access to them. 
Nevertheless, the role of law in the response to HIV/AIDS may also be 
overemphasized and provide a vehicle for coercive and abusive policies. 
Although law may have an educative and normative role and may 
provide an important supportive framework for human rights protection 
and HIV/AIDS programmes, it cannot be relied upon as the only means 
by which to educate, change attitudes, achieve behavioural change or 
protect people's rights. Guidelines 3 to 7 above are, therefore, meant to 
encourage the enactment of meaningful and positive legislation, to 
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describe the basic legal components necessary to provide support for the 
protection of HIV-related human rights and effective HIV prevention 
and care programmes and to be supplemented by all other Guidelines of 
this document. 
Guideline 3 to 6 encourage law and law reform which would bring 
national HIV-related laws into conformity with international and 
regional human rights standards. Although the content of the strategies 
primarily address formal law, law reform should also encompass 
traditional and customary laws. The process of HIV/AIDS law review 
and reform should be incorporated into the State's general activities 
regarding the observance of human rights norms and be integrated into 
the national AIDS response, whilst involving the affected communities, 
ensuring that existing legislation does not act as an impediment to HIV 
prevention and care programmes (for the general population, as well as 
for vulnerable groups) and protecting individuals against discrimination 
by both government actors and private individuals or institutions. It is 
recognized that some of the recommendations for law and law reform 
particularly those concerning the status of women, drug use, sex work 
and the status of men having sex with men, might be controversial in 
particular national, cultural and religious contexts. However, these 
Guidelines are recommendations to States that are both based on 
existing international human rights standards and evolved and designed 
to achieve, in pragmatic ways, public health goals in relation to 
HIV/AIDS. It is the obligation of States to establish how they can best 
meet their international human rights obligations and protect the public 
health within their political, cultural and religious contexts. The United 
Nations High Commissioners/Centre for Human Rights, UNAIDS, its 
relevant co-sponsors and other United Nations bodies and agencies, such 
as the International Labour Organization, can offer Governments 
technical assistance in the process of law review and reform. 
Guideline 7 urges that States (and the private sector) encourage and 
support specialist and generalist legal service to enable PLWHAs and 
affected communities to enforce their human and legal rights through 
the use of such services, information and research resources on legal and 
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human rights issues should also be made available. Such services should 
also address the issue of reducing the vulnerability to infection and the 
impact of HIV/AIDS among vulnerable groups. The location and format 
of the information (e.g. plain and understandable language) provided via 
such services should render it accessible to members of these groups. 
Models exist in many countries. 
Promotion of a Supportive and Enabling Environment 
Guideline 8: Women, children and other vulnerable groups 
States should, in collaboration with and through the community, 
promote a supportive and enabling environment for women, children and 
other vulnerable groups by addressing underlying prejudices and 
inequalities through community dialogue, specially designed social and 
health service and support to community groups. 
(a) States should support the establishment and sustainability of 
community associations comprised of members of different 
vulnerable groups for peer education, empowerment, positive 
behaviour change and social support. 
(b) States should support the development of adequate, accessible and 
effective HIV-related prevention and care education, information 
and services by and for vulnerable communities and should 
actively involve these communities in the design and 
implementation of these programmes. 
(c) States should support the establishment of national and local 
forums to examine the impact of the HIV/AIDS epidemic on 
women. They should be multisectoral to include government, 
professional, religious and community representation and 
leadership and examine issues such as: 
• The role of women at home and in public life. 
• The sexual and reproductive rights of women and men. 
including women's ability to negotiate safer sex and make 
reproductive choices. 
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• Strategies for increasing educational and economic 
opportunities for women. 
• Sensitizing service delivers and improving health care and 
social support services for women 
• The impact of religious and cultural traditions on women. 
(d) States should implement the Cairo Programme of Action of the 
International Conference on Population and Development and the 
Beijing Declaration and Platform for Action of the Fourth World 
Conference on Women. In particular, primary health services, 
programmes and information campaigns should contain a gender 
perspective. Harmful traditional practices, including violence 
against women, sexual abuse, exploitation, early marriage and 
female genital mutilation, should be eliminated. Positive 
measurers, including formal and informal education programmes, 
increased work opportunities and support services, should be 
established. 
(e) States should support women's organizations to incorporate 
HIV/AIDS and human rights issues into their programming. 
(f) States should ensure that all women and girls of child bearing age 
have access to accurate and comprehensive information and 
counselling about the prevention of HIV transmission and the risk 
of vertical transmission of HIV, as well as access to the available 
resources to minimize that risk, or to proceed with childbirth, if 
they so choose. 
(g) States should ensure the access of children and adolescents to 
adequate health information and education, including information 
related to HIV/AIDS prevention and care, inside and outside 
school, which is tailored appropriately to age level and capacity 
and enables them to deal positively and responsibly with their 
sexuality. Such information should take into account the rights of 
the child to access to information, privacy, confidentiality, respect 
and informed consent and means prevention, as well as the 
responsibilities, rights and duties of parents. Efforts to educate 
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children about their rights should include the rights of persons, 
including children, living with HIV/AIDS. 
(h) States should ensure that children and adolescents have adequate 
access to confidential sexual and reproductive health services. 
including HIV/AIDS information, counselling, testing and 
prevention measures such as condoms, and to social support 
services if affected by HIV/AIDS. The provision of these services 
to children/adolescents should reflect the appropriate balance 
between the rights of the child/ adolescent to be involved in 
decision -making according to his or her evolving capabilities and 
the right and duties of parents/guardians for the health and well-
being of the child. 
(i) States should ensure that child care agencies, including adoption 
and foster care homes, are trained with regard to HIV-related 
children's issues in order to be able to take into account the 
special needs of HIV-affected children and protect them from 
mandatory testing, discrimination and abandonment. 
(j) States should support the implementation of specially designed 
and targeted HIV prevention and care programmes for those who 
have less access to mainstream programmes due to language, 
poverty, social or legal or physical marginalization, e.g. 
minorities, migrants, indigenous peoples, refugees and internally 
displaced persons, people with disabilities prisoners, sex workers, 
men having sex with men and injecting drug users. 
States should take measurers to reduce the vulnerability, stigmatization 
and discrimination that surround HIV/AIDS and promote a supportive 
and enabling environment by addressing underlying prejudices and 
inequalities within societies and a social environment conductive to 
positive behaviour change. An essential part of this enabling 
environment involves the empowerment of women, youth and other 
vulnerable groups to deal with HIV/AIDS by taking measures to 
improve their social and legal status, involving them in the design and 
implementation of programmes and assisting them to mobilize their 
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communities. The vulnerability of some groups is due to their limited 
access to resources, information, education and lack of autonomy. 
Special programmes and measurers should be designed to increase 
access. In many countries, community-based organizations and NGOs 
have already begun the process of creating a supportive and enabling 
environment in their response to the HIV epidemic. Governments must 
recognize these efforts and lend moral, legal, financial and political 
support to strengthen them. 
Guideline 9: Changing discriminatory attitudes through education, 
training and the media 
States should promote the wide and ongoing distribution of creative 
education, training and media programmes explicitly designed to change 
attitudes of discrimination and stigmatization associated with HIV/AIDS 
to understanding and acceptance. 
(a) States should support appropriate entities, such as media groups, 
NGOs and networks of PLWHAs, to devise and distribute 
programming to promote respect for the rights and dignity of 
PLWHAs and members of vulnerable groups, using a broad range 
of media (film, theatre, television, radio, print, dramatic 
presentations, personal testimonies, Internet, pictures, bus 
posters). Such programming should not compound stereotypes 
about these groups but instead dispel myths and assumptions 
about them by depicting them as friends, relatives, colleagues, 
neighbours and partners. 
Reassurance concerning the modes of transmission of the virus and the 
safety of everyday social contact should be reinforced. 
(b) States should encourage educational institutions (primary and 
secondary schools, universities and other technical or tertiary 
colleges, adult and continuing education), as well as trade unions 
and workplaces to include HIV/AIDS and human rights, non— 
discrimination issues in relevant curricula, such as human 
reiationsbips, citizenship, social studies, legal studies, health care. 
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law enforcement, family life and /or sex education, and 
welfare/counseling courses. 
(c) States should support HIV-related human rights, ethics training 
workshops for government officials, police prison staff, 
politicians, as well as village, community and religious leaders 
and professionals. 
(d) States should encourage the media and advertising industries to be 
sensitive to HIV/AIDS and human rights issue and to reduce 
sensationalism in reporting and inappropriate use of stereotypes, 
especially in relation to disadvantaged and vulnerable groups. 
Included in such training should be the production of useful 
resources, such as handbooks containing appropriate terminology, 
to eliminate use of stigmatizing language and professional code of 
behaviour to ensure respect for confidentiality and privacy. 
(e) States should support targeted training, peer education and 
information exchange for PLHA staff and volunteers of CBOs and 
ASOs and leaders of vulnerable groups to raise their awareness of 
human rights and the means to enforce them. Conversely, 
education and training should be provided on HIV-specific human 
rights issues to those working on other human rights issues. 
(f) States should support the use of alternative efforts such as radio 
programmes or facilitated group discussion to overcome access 
problems for individuals located in remote or rural areas, are 
illiterate, homeless or marginalized, without access to television. 
films and videos, and specific ethnic minority languages. 
The use of formal standards and their implementation through 
government process and law alone cannot change negative attitudes and 
prejudices surrounding HIV/AIDS into respect for human rights. Public 
programming explicitly designed to reduce stigma has been shown to 
help create a supportive environment which is more tolerant and 
understanding. 
The reach of such programming should be a mixture of general and 
focused programmes using various media, including creative and 
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dramatic presentations, compelling ongoing information campaigns for 
tolerance and inclusion and interactive educational workshops and 
seminars. The aim should be to challenge ignorant beliefs, prejudices 
and punitive attitudes by appealing to human compassion and 
identification with visible individuals. Programming based on fear can 
be counter-productive by engendering discrimination through panic. 
Guideline 10: Development of public and private sector standards and 
mechanisms for implementing these standards 
States should ensure that Government and the private sector develop 
codes of conduct regarding HIV/AIDS issues that translate human rights 
principles into codes of professional responsibility and practice, with 
accompanying mechanisms to implement and enforce these codes. 
(a) States should require or encourage professional groups, 
particularly health care professionals, and other private sector 
industries (e.g. law, insurance) to develop and enforce their own 
codes of conduct addressing human rights issues in the context of 
HIV/AIDS. Relevant issues would include confidentiality 
informed consent to testing, the duty to treat, the duty to ensure 
safe workplaces, reducing vulnerability and discrimination and 
practical remedies for breaches/ misconduct. 
(b) States should require individual government portfolios to 
articulate how HIV-related human rights standards are met in their 
own policies and practices, as well as in formal legislation and 
regulations, at all levels of service delivery. Coordination of these 
standards should occur in the national framework described in 
Guideline 1 and be publicly available, after involvement of 
community and professional groups in the process. 
(c) States should develop or promote multisectoral mechanisms to 
ensure accountability. This involves the equal participation of all 
concerned (i.e. government agencies, industry representatives. 
professional associations, NGOs consumers, service providers and 
service users). The common goal should be to raise standards of 
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service, strengthen linkages and commumg^tion and"ass i i r e ' / ^ 
free flow of information. V* ^ s . 
The development of standards in and by the public and privatc-s^tors is 
important. First, they translate human rights principles into practice 
from an insider's perspective and reflect more closely the community's 
concerns. Secondly, they are likely to be more pragmatic and acceptable 
to the sector involved. Thirdly, they are more likely to be "owned" and 
implemented if developed by the sector itself. Finally, they might have a 
more immediate impact than legislation. 
Guideline 11: State monitoring and enforcement of human rights 
States should ensure monitoring and enforcement mechanisms to 
guarantee HlV-related human rights, including those of people living 
with HIV/AIDS, their families and communities. 
(a) States should collect information on human rights and HIV/AIDS 
and, using this information as a basis for policy and programme 
development and reform, report on HIV-related human rights 
issues to the relevant United Nations treaty bodies as part of their 
reporting obligations under human rights treaties. 
(b) States should establish HIV/AIDS focal points in relevant 
government branches, including National AIDS Programmes, 
police and correctional departments, the judiciary, government 
health and social service providers and the military, for 
monitoring HIV-related human rights abuses and facilitating 
access to these branches for disadvantaged and vulnerable groups. 
Performance indicators or benchmarks showing specific 
compliance with human rights standards should be developed for 
relevant policies and programmes. 
(c) States should provide political, material and human resources 
support to ASOs and CBOs for capacity building in human rights 
standards development and monitoring. States should provide 
human rights NGOs with support for capacity building in HIV-
related human rights standards and monitoring. 
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(d) States should support the creating of independent national 
institutions for the promotion and protection of human rights, 
including HIV-related rights, such as human rights commissions 
and ombudspersons, and/or appoint HIV/AIDS ombudspersons to 
existing or independent human rights agencies, national legal 
bodies and law reform commissions. 
(e) States should promote HIV related human rights in international 
forums and ensure that they are integrated into the policies and 
programmes of international organizations, including in United 
Nations human rights bodies, as well as in other agencies of the 
United Nations system. Furthermore, States should provide 
intergovernmental organizations with the material and human 
resources required to work effectively in this field. 
Standard setting and promotion of HIV related human rights standards 
alone are not enough to address human rights abuses in the context of 
HIV/AIDS. Effective mechanisms must be established at the national 
and community levels to monitor and enforce HIV-related human rights, 
Governments should see this as part of their national responsibility to 
address HIV/AIDS. The existence of monitoring mechanisms should be 
publicized, particularly among PLHA networks, in order to maximize 
their use and impact. Monitoring is necessary to collect information, 
formulate and revise policy, and establish priorities for change and 
benchmarks for performance measurement. Monitoring should be both 
positive and negative, i.e. reporting on good practice to provide models 
for others to emulate, as well as identifying abuses. The non-
governmental sector can provide an important means of monitoring 
human rights abuses, if resourced to do so, since it frequently has closer 
contact with the affected communities. Formal grievance bodies may be 
too bureaucratic and their procedures too time-consuming and stressful 
to attract a representative sample of complaints. Training is necessary 
for community participants to develop skills so as to be able to analyse 
and report findings at a level of quality which is credible for States and 
international human rights bodies. 
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Guideline 12: International cooperation 
State should cooperate through all relevant programmes and agencies of 
the United Nations system, including UNAIDS, to share knowledge and 
experience concerning HIV related human rights issues, and should 
ensure effective mechanisms to protect human rights in the context of 
HIV/AIDS at the international level. 
(a) The Commission on Human Rights should take note of the present 
Guidelines and of the report on the Second International 
Consultation on HIV/AIDS and Human Rights and request States 
to carefully consider and implement the Guidelines in their 
national, sub-national and local responses to HIV/AIDS and 
human rights. 
(b) The Commission on Human Rights should request human rights 
treaty bodies, special rapporteurs and representatives and its 
working groups to take note of the Guidelines and include in their 
activities and reports all issues arising under the Guidelines 
relevant to their mandates. 
(c) The Commission on Human Rights should request UNAIDS, its 
co-sponsors (UNDP, UNESCO, UNFPA, UNICEF, WHO and the 
World Bank) and other relevant United Nations bodies and 
agencies to integrate the promotion of the Guidelines throughout 
their activities. 
(d) The Commission on Human Rights should appoint a special 
rapporteur on Human rights and HIV/AIDS with the mandate, to 
encourage and monitor implementation of the Guidelines by 
States, as well as their promotion by the United Nations system. 
including human rights bodies, where applicable. 
(e) The Commission of human Rights should encourage the United 
Nations High Commissioners/Centre for Human Rights to ensure 
that the Guidelines are disseminated throughout his office and the 
Centre and are incorporated into all its human rights activities and 
programmes, particularly those involving technical cooperation, 
monitoring and support to human rights bodies and organs. 
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(f) States, in the framework of their periodic reporting obligations of 
United Nations treaty monitoring bodies and under regional 
conventions, should report on their implementation of the 
Guidelines and other relevant HIV/AIDS- related human rights 
concerns arising under the various treaties. 
(g) States should ensure, at the country level, that their cooperation 
with UNAIDS Theme Groups includes promotion and 
implementation of the Guidelines, including the mobilization of 
sufficient political and financial support for such implementation. 
(h) States should work in collaboration with UNAIDS, the United 
Nations High Commissioner, Centre for Human Rights and non-
governmental and other organizations working in the field of 
human rights and HIV/AIDS to: 
• Support translation of the Guidelines into national and 
minority languages. 
• Create a widely accessible mechanism for communication 
and coordination for sharing information on the Guidelines 
and HIV-related human rights. 
• Support the development of a resource directory on 
international declarations/ treaties, as well as policy 
statements and reports on HIV/AIDS and human rights, to 
strengthen support for the implementation of the 
Guidelines. 
• Support multicultural education and advocacy projects on 
HIV/AIDS and human rights, including educating human 
rights groups on HIV/AIDS and educating HIV/AIDS and 
vulnerable groups on human rights issues, and strategies for 
monitoring and protecting human rights in the context of 
HIV/AIDS, using the Guidelines as an educational tool. 
• Support the creation of a mechanism to allow existing 
human rights organizations and HIV/AIDS organizations to 
work together strategically to promote and protect the 
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human rights of people living with HIV/AIDS and those 
vulnerable to infection, including through implementation 
of the Guidelines. 
• Support the creation of a mechanism to monitor and 
publicize human rights abuses in the context of HIV/AIDS. 
• Support the development of a mechanism to mobilize grass-
roots responses to HIV-related human rights and 
implementation of the Guidelines, including exchange 
programmes and training among different communities, 
both within and across regions. 
• Advocate that religious and traditional leaders take up HIV-
related human rights concerns and become part of the 
implementation of the Guidelines. 
• Support the development of a manual that would assist 
human rights and AIDS service organizations in advocating 
for the implementation of the Guidelines. 
• Support the identification and funding of NGOs and ASOs 
at country level to coordinate a national NGO response to 
promote the Guidelines. 
• Support, through technical and financial assistance, national 
and regional NGO networking initiatives on ethics, law and 
human rights to enable them to disseminate the Guidelines 
and advocate for their implementation. 
• States, through regional human rights mechanisms, should 
promote the dissemination and implementation of the 
Guidelines and their integration into the work of these 
bodies. 
The United Nations bodies, agencies and programmes comprise some of 
the most effective and powerful forums through which States can 
exchange information and expertise on HIV-related human rights issues 
and build support among themselves to implement a right-based 
response to HIV/AIDS. States, in their work with and governance of 
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these bodies, can use these bodies as tools for promoting the Guidelines. 
States must, however, both encourage and enable these bodies through 
political and financial support, to take effective and sustained action in 
terms of promoting the Guidelines and must respond positively to the 
work done by these bodies with steps taken at the national level. 
States are urged to implement these guidelines in order to ensure respect 
for the human rights of those affected by HIV/AIDS and to ensure an 
effective and inclusive public health response to HIV/AIDS. These 
Guidelines are based on experience gained from best practice which has 
proven to be effective over the last 15 years. By implementing these 
Guidelines, States are able to avoid negative and coercive policies and 
practices which have had a devastating impact on people's lives and on 
national HIV/AIDS programmes. 
The practical aspects of protecting HIV-related human rights are more 
likely to be addressed if there is leadership on this issue in the executive 
and legislative arms of Government and if multisectoral structures are 
established and maintained. Vital to any policy development and 
implementation is the involvement of affected communities, together 
with relevant professionals and religious and community leaders, as 
equal partners in the process. 
HIV/AIDS AND HUMAN RIGHTS: ACCOUNTABILITY, 
ADVOCACY AND APPROACHES TO PROGRAMMING 
Human Rights and HIV/ AIDS work together in three separate, but 
related ways, these are 
Accountability 
Human Rights provide a system for holding governments accountable 
for their actions. Governments, by agreeing to the various international 
human rights treaties and conventions, are accountable for promoting 
and protecting the human rights of their inhabitants. They can do so by 
adopting appropriate legal policies, national laws, institutions and 
processes. Human Rights law defines the relationship between 
individuals and government, it concerns a government's obligations to 
individuals and populations. Every person can make a claim arising as a 
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matter of his/her rights and entitlements, not as a result of privileged or 
special favour ^^'^\ 
The formally recognized human rights are found in International 
Universal Declaration of Human Rights (1948) and the two key 
international treaties are the International Covenant on Economic. Social 
and Cultural Rights (1966), and the International Covenant on Civil and 
Political Rights (1966). Other important treaties further describe 
elaborate human rights in particular contents. They are International 
Convention on the Elimination of All Forms of Racial Discrimination 
(1965), the International Convention on the Elimination of All Forms of 
Discrimination against Women (1979), and the Convention on the 
Rights ofthe Child (1989). 
None of these treaties expressly identifies HIV/AIDS, but all human 
rights elaborated in these treaties can promote accountability in 
HIV/AIDS related issues. Human Rights relevant to HIV/AIDS 
identified in these treaties, and elaborated by other document include 
(but are not limited to) the rights to non-discrimination and equality, to 
heath, liberty and security of the person, privacy, to seek, receive and 
impart information, to marry and found a family, to work and the right 
to freedom of movement, association and expression. All these rights 
have great importance in the context of HIV/AIDS and would imply that 
no person can be discriminated against on the basis of his/her HIV 
status. For Example, the right to health includes non-discriminatory 
access to quality health care services by all, irrespective of gender, age. 
race, and sexual orientation. Government's obligation towards human 
rights are understood in three ways: obligations to respect rights, protect 
rights and fulfill rights. 
• To respect a right means that a government cannot violate human 
rights directly in law, policies, programs or practices. For 
example, government cannot arbitrarily deny HIV infected 
prisoner the same standard of medical care that is offered to other 
prisoners. 
• To protect a right means that governments must prevent violations 
by others and provide affordable and accessible redress. For 
example, states must ensure that private employers do not 
discriminate against HIV infected employees, and provide avenue 
for redress if they are terminated because of their HIV status. 
• To fulfill a right means that governments must take measures that 
move towards the realization of rights *^^ \ These measures should 
be legislative, administrative, budgetary, and could include some 
other types of action. For example, a state may adopt a policy to 
provide antiretroviral (ARV) treatment to all individuals in need, 
yet due to resources constraints, be able to cover only a small 
percentage of the population. The government should take 
measures to progressively extend coverage i.e. soliciting support 
from donors and /or reassessing budget priorities. Governments 
cannot ignore their human rights obligations. When a government 
ratifies a treaty, it agrees to ensure that its national level laws. 
policies and actions are compatible with the rights defined in that 
treaty. Governments cannot make the excuse that they do not have 
sufficient resource to fulfill human rights. They must take some 
step towards the realization of the rights through measures such as 
enacting laws, taking administrative and budgetary actions ^ '\ 
This is known as progressive realization, and governments must 
move quickly and effectively towards the realization of all human 
rights, for example: 
India 
The lawyer's Collective, HIV/AIDS Units, India, responds specifically 
to the legal need of People Living with HIV/ AIDS (PLWHA). It has 
filed a series of petitions before the courts in India on behalf of PLWHA 
whose rights have been violated. The lawyer's Collective filed a writ 
petition with the Bombay High Court on behalf of a person who was 
removed from employment from a public sector corporation because of 
his HIV status. The High Court agreed with the petitioner and directed 
that the individual be reinstated and be paid compensation for the period 
of his non-employment with the corporation. 
Venezuala 
In 1999, the Supreme Court of the Venezuala established that the 
Ministry of Health was in violation of the right to health, right to life 
and the right to have access to scientific advances as guaranteed by 
Venezualan constitution. The court ordered the provision of 
antiretroviral medications, treatments for opportunistic infections and 
diagnostic testing - all free of charge- to all 'PLWHA in Venezuala.*^"' 
At the international level, treaty monitoring committees, help to hold 
governments accountable for non-compliance or failure to implement 
their human rights obligations Governments submit reports to the 
committees thereafter how they are upholding the rights in the treaty. 
Governmental accountability at the international level is also created 
through Treaty Body General Comments or Recommendations. The 
General Comment on the Right to Highest Attainable Standard of 
Health, for example, spells out health care services, including those for 
HIV/AIDS, need to be accessible to all, including the most marginalized 
and vulnerable populations "^"^  
It is also vital to the accountability of governments in relation to HIV/ 
AIDS, have been the series of international conferences held under the 
auspices of the United Nations. These conferences have to a great 
significance, helped to define the content of many of the rights 
necessary for prevention, care, treatment, and mitigation of the impact 
of HIV/AIDS. Out of each of these conference process is has come a 
Declaration and Programme of Action, technically 'non-binding', but 
nevertheless indicating the government's political commitment. These 
commitments have helped to create new approaches for considering the 
extent of government accountability for HIV/AIDS. 
The Declaration of Commitment on HIV/AIDS adopted at the UN 
General Assembly special session on HIV/AIDS in 2001 is of special 
interest The Declaration of commitment sets, among other things, time 
bound targets for prevention and access to essential medicines, as well 
as for eliminating discrimination. It also holds governments accountable 
for their specific commitments, particularly on the greater participation 
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of people living with HIV/AIDS and attention to women and other 
vulnerable groups. It can be used as a bench-mark for assessing what 
governments have done or not done to promote and protest human rights 
in the context of HIV/AIDS. 
The International guidelines on HIV/AIDS and Human Rights is another 
important source for helping to hold governments accountable. There 12 
guidelines take existing human rights norms and mould them into a 
series of practical, concrete measures that states can adopt to respond to 
the HIV/AIDS epidemic. Generally, the guidelines attempt to translate 
international human rights standards into application at the national 
level by: 
• Promoting reform of laws and legal support services (focusing on 
women, children, and vulnerable groups) 
• Promoting governmental responsibility for multi-sectorial 
coordination. 
• Supporting involvement and participation of private and 
community sectors in the response. 
South Africa 
South African Human Rights Commissions was the first national human 
rights body in the world to publicly endorse and adopt the International 
Guidelines on HIV/AIDS and Human Rights. Further, the Commission 
addressed HIV/AIDS as a Human Rights issue at its first National 
Conference. One of the outcomes of the conference was a resolution 
stating that discrimination against PLWHA violated the South African 
constitution. This was made possible due to the efforts of the AIDS Law 
Project/ AIDS Legal Network, South Africa that held the government 
accountable for upholding its political commitment in implementing the 
guidelines "^^ ^ 
Advocacy 
The relationship between HIV/AIDS and human rights highlights the 
ways in which people vulnerable to human rights violations and neglect 
are most vulnerable to HIV/ AIDS infection; and if infected, do not have 
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access to appropriate care and treatment. Vulnerable groups include 
women, children, refugees, migrants, men who have sex with men, 
injecting drug users, sex workers and all other marginalized populations. 
To raise awareness about the links between HIV/AIDS and human 
rights, and to change existing practices, HIV/AIDS and human rights 
activists turn to advocacy. This is perhaps the most common use and 
understanding of human rights in the context of HIV/AIDS. Advocacy 
often depends on researching, documenting and then denouncing abuses 
through campaigns and published reports. Human Rights groups and 
HIV/AIDS activist document human right abuses related to HIV/AIDS 
and call attention to them. They also work to provide a broader 
understanding of what human rights mean. In other words, advocacy 
campaigns can take acknowledged human rights, such as the right to the 
highest attainable standard of health and build on its accepted 
understanding to achieve, for instance, increased access to HIV 
treatment and other essential medications ^'^^\ 
Advocacy is a process that is aimed at mobilizing community action on 
an issue of concern to change attitudes actions, policies and laws for the 
betterment of people affected by that issue. ICASD has developed a 
framework for advocacy campaigns that involves eight steps: 
1. Select the issue or problem you want to address. 
2. Analyse and research the issue or problem. 
3. Develop specific objectives for your advocacy campaign 
4. Identify your targets 
5. Identify your resources. 
6. Identify your allies 
7. Create and action plan 
8. Implement, monitor and evaluate 
Advocacy can happen at the international level, before the UN treaty 
monitoring committees. It can also extend across the entire range of 
documents and resolutions relating to the UN. For example, activists can 
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ask governments for information on liow they are meeting their targets 
under the DOC, or they are implementing the international guidelines on 
HIV/AIDS and Human Rights in their programs and policies. For 
example 
Namibia 
AIDS Law Unit (Legal Assistance Center), Namibia has used the 
Declaration to make an argument to the government for access to 
treatment in Namibia. The unit has also used the Declaration in its 
information in Namibia. The unit has also used the Declaration in its 
information and strategy meetings on this topic with other AIDS service 
of organization and people living with HIV/AIDS. Advocacy can occur 
at national level through concrete cases, for example, by pushing the 
national courts to determine if under the county's constitution, there is a 
right to receive life saving treatment. Advocacy can also be a reminder, 
for countries to fulfill their International responsibilities and 
commitments. 
Advocacy efforts have relied on action at the community level, where 
they can draw on grassroots social movements, and have strong public 
education components. Community- based efforts that raise awareness 
about the connections between HIV/AIDS and human rights directly 
with 'stakeholder' (Individual and groups who 'own' the human rights 
as well as those with obligations to respect, protect, and fulfill those 
rights) through workshops, publications, educational programs and other 
parts of events can be effective. Electronic media strategies and 
campaigns complement and are integral to all aspects of human rights 
advocacy work. 
Approaches to Programming 
Human Rights based-approaches to HIV/AIDS programming help realize 
human rights themselves as well as improve access to HIV/AIDS health 
care information, services and treatment. Policies, programs and 
responses are likely to be effective, sustainable, inclusive and more 
meaningful for people living with and affected by HIV/AIDS when they 
are based on the normative frame of international human rights. 
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There is no single definition of human rights based approach to 
HIV/AIDS programming. However, approach must include the full 
participation of people living with HIV/AIDS and vulnerable groups; 
and address factors such as gender and power relations, religion, sexual 
orientation, and race in their efforts. These factors, individually or in 
contribution, influence the extent to which individuals and communities 
are protected from discrimination, inequality and exclusion, and whether 
they are able to make and carry-out free and informed decisions about 
their lives, including their ability to access services. Human Rights -
based approaches to HIV/AIDS integrate mechanisms for full 
participation and decision -making of affected communities, in order to 
promote the autonomy and empowerment of individuals living with and 
affected by HIV/AIDS.^^^^ 
Human Rights can be used to support more effective HIV/AIDS 
interventions. The human rights -based approach to HIV/AIDS are the 
principles of non-discrimination, equality and participation. Each is 
relevant to the strategies and approaches to reducing the risk. 
vulnerability and impact of HIV/AIDS on individuals and populations. 
The first hand experience and knowledge of people living with 
HIV/AIDS provides the expertise necessary to reduce stigma and 
discrimination in the design and implementation, as well as in the 
oversight, of HIV/AIDS programs. For example 
Global (UNAIDS) 
The Programme on International Health and Human Rights undertakes 
research in order to better understand and apply Human Rights- based 
approaches to HIV/AIDS. Recently, HIV testing has surfaced as a health 
and human rights concern, particularly in the context of 'scaling up' the 
response. The program is responding to ensure a combined HIV/AIDS 
and human rights approach which seeks to develop and implement 
polices, strategies and actions aimed at achieving the highest possible 
health benefits while upholding the international legal obligations to 
respect, protect, and fulfill human rights, ^^ '^ 
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The United Nations Joint Programme on HIV/AIDS (UNAIDS) has had 
a long-term commitment to developing human rights-based approaches 
in. respotvdiag to HIY/MDS. It recognizes that a rights-based approach 
can help mitigate the impact of HIV/AIDS as it allows for the creation 
of a supportive policy, legal, social and cultural environment in which 
people infected or affected by HIV/AIDS are able to participate in, 
contribute to and enjoy economic, social, cultural and political 
developments despite their HIV status ^^^\ 
Human Rights based approaches to programming are key to the 
successful scaling up of the response to HIV/AIDS. For example, the 
existence of global Fund to fight against AIDS, Tuberculosis and 
Malaria, the announcement of WHO's initiative to provide ARVs for 3 
million people by the year 2005, and the United States Governments 
ar\r\ourvcemeat to substantially increase its global funding for HIY/AIDS 
over the next five years, are all welcome developments in so far. as 
more resources are potentially available. However, as welcome as. 
accessible antiretroviral medication may be for a country, if the policy 
for ARV provision does not prevent discrimination in terms of access. 
people who might benefit may, not come forward. 
A small intervention program for sex workers initiated by a government 
institution (All India Institute of Hygiene and Public Health) and NGO's 
in Sonagachi (Calcutta) grew into a powerful human rights -based 
program. The Sonagachi STD /HIV Intervention Program (SHIP) was 
designed to prevent HIV and STD's among sex workers through clinical 
stTvices, condom, piomotion and lEC (InfoTmation, EdMcation and 
Communication), and support by a term of peer educators. SHIP early 
on realized that sex workers were themselves the best agents of change 
to fight AIDS: by recognizing human dignity, not allowing their 
occupation as sex workers to exclude them and equally allowing them to 
participate in all interventions, including decisions making. 
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JUSTIFICATION FOR REASONABLE RESTRICTIONS OF 
HUMAN RIGHTS 
The jurisprudence of International human rights law permits reasonable 
restrictions upon basic human rights and fundamental freedoms. The 
restrictions in order to be reasonable must answer the following test: 
• They must be provided by laws 
• They are necessary in a democratic society. 
• They are needed because of a pressing social need for them. 
• The restrictions adopted are proportional to the needs and are 
weighed against the adverse effects on the persons whose rights 
are restricted and upon the public which has its own interest in the 
free exercise of the rights concerned and 
• The derogation must be for the protection of a legitimate interest 
of the society. One such interest is "the protection of the rights 
and freedom of others" and "the protection of public health." 
In the protection of "legitimate interests" there can be derogation from 
basic human rights. But the "legitimate interests" do not provide a 
blanket derogation from basic human rights. In each case, it must be 
shown that the derogation is necessary to meet the pressing social need 
and is proportional to the risks involved. Thus a total quarantine of all 
person infected with HIV would be grossly disproportionate to the risk 
of further transmission of the virus (except possibly in the case of a 
person proved to be guilty of repeated deliberate transmission). 
Similarly, universal testing or even widespread testing of particular 
groups will be disproportional to the benefit secured thereby. The risks 
of discriminatory use of the date secured, uncounselled signification of 
infection, false result with consequent discrimination of precautions and 
diversion of scarce health funds, all render such strategies unnecessary 
in a democratic society, in appropriate to the pressing social needs of 
containing HIV/AIDS and disproportional to the limited benefits 
attained ^"^ . 
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Right to Liberty and Security of Person 
Article 9(1) of the international Covenant on Civil and Political Rights 
guarantees, Right to liberty and security. It reads "Everyone has the 
right to liberty and security of a person. No one shall be subjected to 
arbitrary arrest and detention. No one shall be deprived of his ability 
except on such grounds and in accordance with such procedure as are 
essential by law". 
Thus deprivation of liberty complete or partial except in accordance 
with the procedure established by law would militate against the human 
rights mandate. One can only be deprived of his liberty by a procedure 
established by law which must be just, fair and reasonable. Liberty 
cannot be taken away in an arbitrary manner. Hence imposing a strict 
quarantine for HIV infected person would be violative of Human Rights. 
Some countries have adopted policies of expulsion of presons who are 
found to be HIV infected. People who have tested positive for HIV in 
Cuba are sent to a special HIV Sanitorium outside Havana. A Bangkok 
based organization working on behalf of prostitutes, reported that 20 
Burmese sex workers who had been deported from Thailand were found 
to be HIV positive upon their return and as a result, were killed 
Many countries have laws providing for compulsory detention of AIDS 
patients. The compulsory detention of such persons is absolutely 
disproportional to the benefits which the states want to achieve. The 
AIDS infection lasts till a person faces death. If a person is detained for 
a period of 10 years, he and his family is ruined both psychologically as 
well as economically, therefore, laws and restrictions should be directed 
at the activity of the individual which is harmful rather than the 
individual himself. 
Right to Privacy 
Article 17(1) of the International Covenant on Civil and Political Rights 
provides: '"No one shall be subject to arbitrary or unlawful interference 
with his privacy, family, home or correspondence nor to unlawful 
attacks on his honour and reputation. 
70 
An article 17 (2) reads, "everyone has the right to the protection of the 
law against such interference or attacks." 
In order to combat AIDS a number of strategies have been proposed e.g. 
mandatory testing for HIV, compulsory registration of suspects, 
mandatory collection of data on suspects, making HIV or AIDS 
notifiable disease, the provision of test results to third parties and the 
criminalization of behaviour, considered likely to spread HIV/AIDS. 
These strategies or measures in respect of AIDS would appear to 
conflict with the right to privacy of an individual. Consequently, person 
infected with the viruses are entitled to the same privacy, confidentiality 
and humane treatment, as that granted to persons suffering from other 
fatal diseases. It would therefore be relevant to consider the issues on 
necessity, proportionality, legitimacy and reasonableness of the strategy 
used or proposed in the context of rights to privacy of HIV or AIDS 
suspects. 
Right to Marry 
Article 10 (1) of the International Covenant or Economic, Social and 
Cultural Rights recognizes that "the widest possible protection and 
assistance should be accord to the family, which is the natural and 
fundamental group unit of society". Marriage is recongised so long as its 
is entered into with the free consent of the intending spouses. 
Article 12 of the European Convention on Human Rights recoginses 
"men and women of marriageable age have the right to marry and to 
found a family, according to the national laws governing the exercise of 
this right". 
These provisions no where prohibits pre-martial HIV Testing. Hence if 
pre-martial HIV testing is made mandatory that will not be derogate 
from this right. But a prohibition on the marriage for persons found 
positive would clearly be violative of these Human Rights mandates. 
Whether laws forbidding women infected with HIV from bearing 
children would be infringing such human rights stipulations, needs a 
thoughtful consideration. 
The Supreme Court in a judgment titled the 'X' Vs Hospital Z *^ *^ had 
observed: "The patients suffering from the dreadful disease "AIDS" 
deserve full sympathy, they are entitled to all respects as human beings. 
Their society cannot, and should not be avoided, which otherwise, 
would have bad psychological impact upon them. But, 'sex' with them 
or possibly thereof has to be avoided as otherwise they would infect and 
communicate the dreadful disease to others. The Court cannot assist that 
person to achieve that object. The court further held marriage to be a 
'suspended right' for the HIV positive person and cannot be enforced 
through the court. 
A public interest petition ^"^^^ has been filed in the Bombay High Court 
expressing apprehensions over this judgment that if HIV positive 
persons will enter into marriage they will face criminal action. The 
petition has raised a debate over the constitutional, legal and moral 
issues regarding HIV positive preson's rights. The petition asks for the 
right to marry for an AIDS infected man and a woman, if each is fully 
aware of the other's illness. It is submitted that the right to marry for an 
HIV positive person is protected, provided the prospective spouse is 
informed about the HIV status of the person and gives a full, free and 
informed consent to marriage, understanding the implications of the 
unprotected sex with the infected partner and in relation to his or her 
health or becoming pregnant and thereby transmitting the infection to 
the new born. Therefore, what is important to be considered is the 
necessity, legitimacy, proportionality and reasonableness of such 
restrictions contained in various laws framed by countries. For example 
in Goa, it has become mandatory to test the HIV/AIDS status before 
matrimonial tie up. 
Freedom of Movement 
Article 12(4) of the International Covenant on Civil and Political Rights 
provides for everyone lawfully within the territory of a state, liberty of 
movement and freedom to choose his residence. This Article further 
provides to the individual, freedom to leave any country including his 
own. Such freedoms are subject to restrictions necessary interalia for 
"public health". This means that no one has to be arbitrarily deprived of 
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the right to enter his own country. These rights are available only to the 
national and persons who are lawfully within countries. Aliens and 
Stateless persons do not enjoy any such right. 
Recently some countries have introduced restrictions on the entry and 
movement of persons with HIV/AIDS. No such restrictions should be 
placed upon its own nationals. Those placed upon other persons lawfully 
within the territory of a country must be justified on the ground of 
necessity, legitimacy and proportionality. Such restrictions must 
emanate from the law of the concerned country and may not be imposed 
arbitrarily. The blanket restriction on the movement of HIV infected 
person is mostly disproportional to the risk of spreading the infection. 
Many scientific arguments have been put for showing the 
ineffectiveness of visa restrictions as regards international travelers who 
are HIV positive. The right to go abroad/international travel is an 
important attribute of one's personal freedom. It is a contribution to 
international peace and brotherhood by bringing the nationals of 
different countries close to each other. 
There is no right to spread an infection internationally but the 
widespread requirement of border checks, letter certificates of the post 
entry examinations of aliens would seem in the present state of the 
epidemic at least to be disproportional to the benefits secured thereby. 
In the present scenario AIDS have become rampant and exists in all 
countries. The requirement of AIDS-free certificates would add 
enormously to the cost of travel to impede greatly the travel of poorer 
persons and provide no cure protection because of false positive, the 
'window period' before ant- bodies appear and the need of constant 
retesting at disproportional cost to the benefit gained. 
Right to Work 
Article 6(1) of International Covenant on Economic, Social and Cultural 
Rights (1966), stipulates that the "State parties to the present Covenant 
recognize the Right to work, which include the right of everyone to the 
opportunity to gain his living by work which he freely chooses or 
accepts, and will take appropriate steps to safeguard his right." 
Mandatory pre-employment HIV testing derogates from such a right. In 
Zambia, some prospective employers require applicants to be tested for 
HIV and a positive result precludes any possibility of being hired. 
People who have tested positive for HIV in Cuba are sent to a special 
HIV sanatorium outside Havana^'*'^ Persons who are HIV positive or 
thought to be infected have been evicted from jobs and housing. The 
ILO has condemned the blanket requirement of such testing are a 
precondition to employment and is of the view that such a screening 
would be disproportional to the benefits obtained expect in such 
occupations where there is a very high risk of spreading the infection. In 
this regard some American decisions "^^^^  are very helpful wherein it has 
been laid down that government jobs or services cannot be denied to 
them. 
Social, Economic and Political Rights 
There are many other human rights which are going to have an impact 
on the policies on AIDS e.g. the right to education, social security and 
assistance and freedom from inhuman or degrading treatment or 
punishment. Derogation from human rights in situations of public 
emergency and Public health is permissible because those who designs 
legislations, strategies and policies on HIV/AIDS should familiarise 
themselves with the basic rights so secure and the limited circumstances 
in which derogations from them will be permissible under the 
international law. 
Examples of discriminations and violations of rights at national level 
include compulsory testing for foreign students in Germany, Belgium, 
Russia and Czechoslovakia, Africans work permit in Cyprus; foreigners 
other than European who seek to work in South Africa, Applicants for 
immigration visas and refugees and aliens seeking residence permits in 
USA (but not tourists, students and business visitors). Persons who are 
HIV positive or thought to be infected have been refused life insurance 
and marriage licenses, and children have been barred from schools. In 
Brazil, Costa Rica, Puerto Rico, U.K. and U.S.A such persons have been 
denied medical or dental treatment and reportedly segregated and abused 
in hospitals and clinics. 
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Violations of Civil Rights in the criminal justice system include court 
appointed attorneys refusing to represent persons thought to be infected 
and many courts demand testing for the virus as condition of bail, parole 
or probation for defendants accused of sex or drug related crimes. The 
imposition of prison sentences for persons having infected another even 
unintentionally has also been reported. 
INTERNATIONAL HUMAN RIGHTS OBLIGATIONS AND 
HIV/AIDS 
Several years of experience in addressing the HIV/AIDS epidemic have 
confirmed that the promotion and protection of human rights is an 
essential component in preventing transmission of HIV and reducing the 
impact of HIV/AIDS. The protection and promotion of human rights is 
necessary both to protect the inherent dignity of persons affected by 
HIV/AIDS and to achieve the public health goals of reducing 
vulnerability to HIV infection, lessening the adverse impact of 
HIV/AIDS on those affected and empowering individuals and 
communities to respond to HIV/AIDS. 
Generally human rights and public health share the common objective to 
promote and to protect the rights and well-being of all individuals. From 
the human rights perspective, this can best be accomplished by 
promoting and protecting the rights and dignity of everyone, with 
special emphasis on those who are discriminated against or whose rights 
are otherwise interfered with. Similarly, public health objectives can 
best be accomplished by promoting health for all, with special emphasis 
on those who are vulnerable to threats to this physical, mental or social 
well-being. Thus, health and human rights complement and mutually 
reinforce each other in any context. They also complement and mutually 
reinforce each other in the context of HIV/AIDS. 
One aspect of the interdependence of human rights and public health is 
demonstrated by studies showing that HIV prevention and care 
programmes with coercive or punitive features result in reduced 
participation and increased alienation of those at risk of infection.^'*^' In 
particular, people will not seek HIV-related counselling, testing. 
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treatment and support if this would mean facing discrimination, lack of 
confidentiality and other negative consequences. Therefore, it is evident 
that coercive public health measures drive away the people most in need 
of such services and fail to achieve their public health goals of 
prevention through behavioural change, care and health support. 
Another aspect of the linkage between the protection of human rights 
and effective HIV/AIDS programmes is apparent in the fact that the 
incidence or spread of HIV/AIDS is disproportionately high among 
some populations. Depending on the nature of the epidemic and the 
legal, social and economic conditions in each country, groups that may 
be disproportionately affected include women, children, those living in 
poverty, minorities, indigenous people, migrants, refugees and internally 
displaced persons, people with disabilities, prisoners, sex workers, men 
having sex with men and injecting drug users-that is to say groups who 
already suffer from a lack of human rights protection and from 
discrimination and/or are marginalized by their legal status. Lack of 
human rights protection disempowers these groups to avoid infection 
and to cope with HIV/AIDS, if affected by it. 
Furthermore, there is growing international consensus that a broadly 
based, inclusive response, involving people living with HIV/AIDS in all 
its aspects, is a main feature of successful HIV/AIDS programmes. 
Another essential component of comprehensive response is the 
facilitation and creation of a supportive legal and ethical environment 
which is protective of human rights. This requires measures to ensure 
that Governments, communities and individuals respect human rights 
and human dignity and act in a spirit of tolerance, compassion and 
solidarity. 
One essential lesson learned in the HIV/AIDS epidemic is that 
universally recognized human rights standards should guide policy-
makers in formulating the direction and content of HlV-related policy 
and form an integral part of all aspects of national and local responses to 
HIV/AIDS. 
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Human Rights: The State Obligations ^'^;^>-s^,^ '-^^^ 
The Vienna Declaration and Programme of Action, adoplea=5fffie World 
Conference on Human Rights in June 1993, '^'''^  affirmed that all human 
rights are universal, indivisible, interdependent and interrelated. While 
the significance of national and regional particularities and various 
historical, cultural and religious backgrounds must be borne in mind, 
State have the duty, regardless of their political, economic and cultural 
systems, to promote and protect all universally recognized human rights 
and fundamental freedoms, in accordance with international human 
rights standards. 
A human rights approach to HIV/AIDS is, therefore, based on these 
State obligations with regard to human rights protection. HIV/AIDS 
demonstrates the indivisibility of human rights since the realization of 
economic, social and cultural rights, as well as civil and political rights, 
is essential to an effective response. Furthermore, a rights- based 
approach to HIV/AIDS is grounded in concepts of human dignity and 
equality, which can be found in all cultures and traditions. 
The key human rights principles which are essential to effective State 
responses to HIV/AIDS are to be found in existing international 
instruments, such as the Universal Declaration of Human Rights, the 
International Covenants on Economic, Social and Cultural Rights and on 
Civil and Political Rights, the International Convention on the 
Elimination of All Forms of Racial Discrimination, the Convention on 
the Elimination of All Forms of Discrimination against Women, the 
Convention against Torture and Other Cruel, Inhuman or Degrading 
Treatment or Punishment and the Convention on the Rights of the Child. 
Regional instruments, including the American Convention on Human 
Rights, the European Convention for the Protection of Human Rights 
and Fundamental Freedom and the African Charter on Human and 
Peoples' Rights also enshrine State obligations applicable to HIV/AIDS. 
In Addition, a number of conventions and recommendations of the 
International Labour Organization are particularly relevant to the 
problem of HIV/AIDS, such as ILO instruments concerning 
discrimination in employment and occupation, termination of 
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employment, protection of workers' privacy, and safety and health at 
work. 
On the basis of the above discussion the human rights principles 
relevant to HIV/AIDS are as follows: 
1) The right to non-discrimination, equal protection and equality 
before the law 
2) The right to life 
3) The right to the highest attainable standard of physical and mental 
health 
4) The right to liberty and security of person 
5) The right to freedom of movement 
6) The right to seek and enjoy asylum 
7) The right to privacy 
8) The right to freedom of opinion and expression and the right to 
freely receive and impart information 
9) The right to freedom of association 
10) The right to work. 
11) The right to marry and found a family. 
12) The right to equal access to education. 
13) The right to an adequate standard of living. 
14) The right to social security, assistance and welfare. 
15) The right to share in scientific advancement and its benefits 
16) The rights to participate in public and cultural life. 
17) The right to be free from torture and cruel, inhuman or degrading 
treatment or punishment 
18) The rights of women and children. 
Under international human rights law. States may impose restrictions on 
some rights, under narrowly defined circumstances, if such restrictions 
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are necessary to achieve overriding goods, such as public health, the 
rights of others, morality, public order, the general welfare in a 
democratic society and national security. Some rights are non-derogable 
and cannot be restricted under any circumstances. In order for 
restrictions on human rights to be legitimate, the State must establish 
that the restriction is: 
(a) Provided for the carried out in accordance with the law, i.e. 
according to specific legislation which is accessible, clear and 
precise, so that it is reasonably foreseeable that individuals will 
regulate their conduct accordingly; 
(b) Based on a legitimate interest, as defined in the provisions 
guaranteeing the rights; 
(c) Proportional to that interest and constituting the least intrusive 
and least restrictive measure available and actually achieving that 
interest in a democratic society, i.e. established in a decision 
making process consistent with the rule of law. '^*^ ^ 
Public health is most often cited by States as a basis for restricting 
human rights in the context of HIV/AIDS. Many such restrictions, 
however, infringe on the principle of non-discrimination, for example 
when HIV status is used as the basis for differential treatment with 
regard to access to education, employment, health care, travel, social 
security, housing and asylum. The right to privacy is known to have 
been restricted through mandatory testing and the publication of HIV 
status and the right to liberty of person is violated when HIV is used to 
justify deprivation of liberty or segregation. Although such measures 
may be effective in the case of diseases which are contagious by casual 
contact and susceptible to cure, they are ineffective with regard to 
HIV/AIDS, since HIV is not casually transmitted. In addition, such 
coercive measures are not the least restrictive measures possible and are 
often imposed discriminatorily against already vulnerable groups. 
Finally, and as stated above, these coercive measures drive people away 
from prevention and care programmes, thereby limiting the effectiveness 
of public health outreach. A public health exception is, therefore. 
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seldom a legitimate basis of restrictions on human rights in the context 
of HIV/AIDS. 
THE APPLICATION OF SPECIFIC HUMAN RIGHTS IN THE 
CONTEXT OF THE HIV/AIDS EPIDEMIC 
1- Non-discrimination and equality before the law 
International human rights law guarantees the right to equal protection 
before the law and freedom from discrimination on any ground such as 
race, colour, sex, language, religion, political or other opinion, national 
or social origin, property, birth or other status. Discrimination on any of 
these grounds is not only wrong in itself but also creates and sustains 
conditions leading to societal vulnerability to infection by HIV. 
including lack of access to an enabling environment that will promote 
behavioural change and enable people to cope with HIV/AIDS. Groups 
suffering from discrimination, which also disables them in the context of 
HIV/AIDS, are women, children, those living in poverty, minorities, 
indigenous people, migrants, refugees and internally displaced persons, 
people with disabilities, prisoners, sex workers, men having sex with 
men and injecting drug users. 
It is religious duty of the state to implement the laws and policies to 
eliminate systemic discrimination, including where it occurs against 
these groups. 
The Commission on Human Rights has confirmed that "Other status" in 
non-discrimination provisions is to be interpreted to include health 
status, including HIV/AIDS. ^^ ^^  This means that States should not 
discriminate against PLWHAs or members of groups perceived to be at 
risk of infection on the basis of their actual or presumed HIV status. 
The Human Rights Committee has confirmed that the right to equal 
protection of the law prohibits discrimination in law or in practice in 
any fields regulated and protected by public authorities and that a 
difference in treatment is not necessarily discriminatory if it is based on 
reasonable and objective criteria. The prohibition against discrimination 
thus requires States to review and, if necessary, repeal or amend their 
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laws, policies and practices to prescribe differential treatment which is 
based on arbitrary HlV-related criteria. ^ ""^^ 
2- Human rights of women 
Discrimination against women, defacto and dejure, renders them 
disproportionately vulnerable to HIV/AIDS. Women's subordination in 
the family and in public life is one of the root causes of the rapidly 
increasing rate of infection among women. It also impairs women's 
ability to deal with the consequences of their own infection and/or 
infection in the family, in social, economic and personal terms. ^ ' 
With regard to prevention of infection, the rights of women and girls to 
the highest attainable standard of physical and mental health, to 
education, to freedom of expression, to freely receive and impart 
information, should he applied to include equal access to HIV related 
information, education, means of prevention and health services. 
However, even when such information and services are available, 
women and girls are often unable to negotiate safer sex or to avoid HIV-
related consequences of the sexual practices of their husband or partners 
as a result of social and sexual subordination, economic dependence on 
a relationship and cultural attitudes. The protection of the sexual and 
reproductive rights of women and girls is, therefore, critical. This 
includes the rights of women to have control over and to decide freely 
and responsibly, free of coercion, discrimination and violence, on 
matters related to their sexuality, including sexual and reproductive 
health.^''^^ Measures for the elimination of sexual violence and coercion 
against women in the family and in public life not only protect women 
from human rights violations but also from HIV infection that may 
result from such violations. 
Furthermore, in order to empower women to leave relationships or 
employment which threaten them with HIV infection and to cope if they 
or their family members are infected with HIV/AIDS, States should 
ensure women's rights to, legal capacity and equality within the family, 
in matters such as divorce, inheritance, child custody, property and 
employment rights, in particular, equal remuneration of men and women 
for work of equal value, equal access to responsible positions, measures 
to reduce conflicts between professional and family responsibilities and 
protection against sexual harassment at the workplace. Women should 
also be enabled to enjoy equal access to economic resources, including 
credit, an adequate standard of living, participation in public and 
political life and to benefits of scientific and technological progress so 
as to minimize risk of HIV infection. 
HIV/AIDS prevention and care for women are often undermined by 
pervasive misconceptions about HIV transmission and epidemiology. 
There is a tendency to stigmatize women as "vectors of disease'". 
irrespective of the source of infection. As a consequence, women who 
are or are perceived to be HIV-positive face violence and discrimination 
in public and in private life. Sex workers often face mandatory testing 
with no support for prevention activities to encourage or require their 
clients to weal condoms and with no access to health-care services. 
Many HIV/AIDS programmes targeting women are focused on pregnant 
women but these programmes often emphasize coercive measures 
directed towards the risk of transmitting HIV to the fetus, such as 
mandatory pre-and post-natal testing followed by coerced abortion or 
sterilization. Such programmes seldom empower women to prevent 
prenatal transmission by pre-natal prevention education and an available 
choice of health services and overlook the care needs of women. 
The Convention on the Elimination of All forms of Discrimination 
against women obliges States parties to address all aspects of gender-
based discrimination in law, policy and practice. States are also required 
to take appropriate measures to modify social and cultural patterns 
which are based on ideas of superiority/inferiority and stereotyped roles 
for men and women. The Committee on the Elimination of 
Discrimination against Women (CEDAW) which monitors the 
Convention has underscored the link between women's reproductive 
role, their subordinate social position and their increased vulnerability 
to HIV infection. ^^ °^  
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3- Human rights of children 
The rights of children are protected by all international human rights 
instruments and in particular under the Convention on the Rights of the 
Child (1989), which establishes an international definition of the child 
as "every human being below the age of eighteen years unless under the 
law applicable to the child, majority is attained earlier" (art.l). The 
Convention reaffirms that children are entitled to many of the rights that 
protect adults (e.g. the rights to life, non-discrimination, integrity of the 
person, liberty and security, privacy, asylum, expression, association 
and assembly, education and health), in addition to particular rights for 
children established by the Convention. 
Many of these rights are relevant to HIV/AIDS prevention, care and 
support for children, such as freedom from trafficking, prostitution, 
sexual exploitation and sexual abuse since sexual violence against 
children, among other things, increases their vulnerability to HIV/AIDS. 
The freedom to seek, receive and impart information and ideas of all 
kinds and the right to education provide children with the right to give 
and receive all HIV related information they need to avoid infection and 
to cope with their status, if infected. The right to special protection and 
assistance if deprived of his or her family environment, including 
alternative care and protection in adoption, in particular protects 
children if they are orphaned by HIV/AIDS. The right of disabled 
children to a full and decent life and to special care and the rights to 
abolition of traditional practices which are prejudicial to the health of 
children, such as early marriage, denial of equal sustenance and 
inheritance for girls are also highly relevant in the context of 
HIV/AIDS. Under the Convention, the right to non-discrimination and 
privacy for. children living with HIV/AIDS and finally the rights of 
children to be actors in their own development and to express opinions 
and have them taken into account in making decisions about their lives, 
should empower children to be involved in the design and 
implementation of HIV-related programmes for children. 
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4- Right to marry and found a family and protection of the family 
The right to marry and to found a family encompasses the right of "men 
and women of full age, without any limitation due to race, nationality or 
religion, to marry and found a family", to be "entitled to equal rights as 
to marriage during marriage and at its dissolution" and to protection by 
society and the state of the family as "the natural and fundamental group 
unit of society." ^^ ^^  Firstly, the right of people living with HIV/AIDS is 
infringed by mandatory pre-marital testing and/or the requirement of 
"AIDS-free Certificates" as a precondition for the grant of marriage 
licences under State laws. Secondly, forced abortions or sterilization of 
women living with HIV violates the human right to found a family, as 
well the right to liberty and integrity of the person. Women should be 
provided with accurate information about the risk of prenatal 
transmission to support them in making voluntary, informed choices 
about reproduction. 
Thirdly, to ensure the equal rights of women within the family are 
necessary to enable women to negotiate safe sex with their 
husbands/partners or be able to leave the relationship if they cannot 
assert their rights. Finally, the recognition of the family as the 
fundamental unit of society is undermined by policies which have the 
effect of denying family unity. In the case of migrants, many States do 
not allow migrants to be accompanied by family members, and the 
resulting isolation can increase vulnerability to HIV infection. In the 
case of refugees, mandatory testing as a precondition of asylum can 
result in HIV-positive family members being denied asylum while the 
rest of the family is granted asylum. 
5- Right to privacy 
According to the Article 17 of International Covenant on Civil and 
Political Rights (ICCPR) provides, that the right to privacy encompasses 
obligations to respect physical privacy, including the obligation to seek 
informed consent to HIV testing and privacy of information, including 
the need to respect confidentiality of all information relating to person's 
HIV status. 
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The individual's interest in his/her privacy is particularly compelling in 
the context of HIV/AIDS, firstly, because of the invasive character of a 
mandatory HIV test and, secondly, because of the stigma ad 
discrimination attached to the loss of privacy and confidentiality if HIV 
status is disclosed. The community has an interest in maintaining 
privacy so that people will feel safe and comfortable in using public 
health measurers, such as HIV/AIDS prevention and care services. The 
interest in public health dbes not justify mandatory HIV testing or 
registration, except in case of blood/organ/tissue donations where the 
human product, rather than the person, is tested before use on another 
person. All information on HIV sero-status obtained during the testing 
of donated blood or tissue must also be kept strictly confidential. 
The duty of States to protect the right to privacy, therefore, includes the 
obligation to guarantee that adequate safeguards are in place to ensure 
that no testing occurs without informed consent, that confidentiality is 
protected, particularly in health and social welfare settings, and that 
information on HIV status is not disclosed to third parties without the 
consent of the individual. In this context. States must also ensure that 
HIV-related personal information is protected in the reporting and 
compilation of epidemiological data and that individuals are protected 
from arbitrary interference with their privacy in the context of media 
investigation and reporting. 
In those societies and cultures where traditions place greater emphasis 
on the community, patients may more readily authorize the sharing of 
confidential information with their family or community. In such 
circumstances, disclosure to the family or community may be for the 
benefit of the person concerned and such shared confidentiality may not 
breach the duty to maintain confidentiality. 
The Human Rights Committee has found that the right to privacy under 
article 17 of the International Covenant on Civil and Political rights is 
violated by laws which criminalize private homosexual acts between 
consenting adults. The Committee noted that "the criminalization of 
homosexual practices cannot be considered a reasonable means or 
proportionate measure to achieve the aim of preventing the spread of 
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HIV/AIDS by driving underground many of the people at risk of 
infection, it would appear to run counter to the implementation of 
effective education programmes in respect of the HIV/AIDS 
prevention". ^^ ^^  
The Committee also noted that the term "sex" in article 26 of the 
Covenant which prohibits discrimination on various grounds includes 
"sexual orientation". In many countries, there exist laws which render 
criminal particular sexual relationship or acts between consenting 
adults, such as adultery, fornication, oral sex and sodomy. Such 
criminalization not only interferes with the right to privacy but it also 
impedes HIV/AIDS education and prevention work. 
6- Right to enjoy the benefits of scientific progress and its 
applications 
The right to enjoy the benefits of scientific progress and its applications 
is important in the context of HIV/AIDS. In view of the rapid and 
continuing advances which are relevant to HIV/AIDS, concerns the 
safety of the blood supply from HIV infection and the use of universal 
precautions which prevent the transmission of HIV in various settings, 
including health care. In this connection, however, developing countries 
experience severe resource constraints which limit not only the 
availability of such scientific benefits but also the availability of basic 
pain prophylaxis and antibiotics for the treatment of HIV-related 
conditions. Furthermore, disadvantaged and/or marginalized groups 
within societies may have no or limited access to available HIV-related 
treatments or to participation in clinical and vaccine development trials. 
Of deep concern is the need to share equitably among States and among 
all groups within States basic drugs and treatment, as well as the more 
expensive and complicated treatment therapies, where possible. 
7- Right to liberty of movement 
The right to liberty of movement encompasses the rights of everyone 
lawfully within a territory of a State to liberty of movement within that 
State and the freedom to choose his/her residence, as well as the rights 
of nationals to enter and leave their own country. Similarly, an alien 
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lawfully within a State can only be expelled by a legal decision with due 
process protections. 
There is no public health rationale for restricting liberty of movement or 
choice of residence on the grounds of HIV status. According to current 
international health regulation, the only disease which requires a 
certificate for international travel is yellow fever. ^^^^ Therefore, any 
restrictions on these rights based on suspected or real HIV status alone, 
including HIV screening of international travellers, are discriminatory 
and cannot be justified by public health concerns. 
Where States prohibit people living with HIV/AIDS from longer-term 
residency due to concerns about economic costs, States should not single 
out HIV/AIDS, as opposed to comparable conditions, for such treatment 
and should establish that such costs would indeed be incurred in the case 
of the individual alien seeking residency. In considering entry 
applications, humanitarian concerns, such as family reunification and 
the need for asylum, should outweigh economic consideration. 
8- Right to seek and enjoy asylum 
Everyone has the right to see and enjoy in other countries asylum from 
persecution. Under the 1951 Convention relating to the Status of 
Refugees and under customary international law. States cannot, in 
accordance with the principle of non-refoulement, return a refugee to a 
country where she or he faces persecution. Thus, States may not return a 
refugee to persecution on the basis of his or her HIV status. 
Furthermore, where the treatment of people living with HIV/AIDS can 
be said to amount to persecution, it can provide a basis for qualifying 
for refugee status. 
The United Nations High Commissioner for Refugees issued policy 
guidelines in March 1988 which state that refugees and asylum seekers 
should not be targeted for special measurers regarding HIV infection 
and that there is no justification for screening being used to exclude 
HIV-positive individuals from being granted asylum. '^ ''^  
The Human rights Committee has confirmed that the right to equal 
protection of the law prohibits discrimination in law or in practice in 
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any fields regulated and protected by public authorities. '^ ^^  These would 
include travel regulations, entry requirements, immigration and asylum 
procedures. Therefore, although there is no right of aliens to enter a 
foreign country or to be granted asylum in any particular country, 
discrimination on the grounds of HIV-status in the context of travel 
regulations, entry requirements, immigration and asylum procedures 
would violate the right to equality before the law. 
9' Right to liberty and security of person 
Article 9 of the International Covenant on Civil and Political Rights 
provides that "Everyone has the right to liberty and security of the 
person. No one shall be subjected to arbitrary arrest or detention. No one 
shall be deprived of his liberty except on such grounds and in 
accordance with such procedures as are prescribed by law". 
The right to liberty and security of the person should, therefore, never 
be arbitrarily interfered which is based simply on HIV status by using 
measures such as quarantine, detention in special colonies, or isolation. 
There is no public health justification for such deprivation of liberty. 
Indeed, it has been shown that public health interests are served by 
integrating people living with HIV/AIDS within communities and 
benefiting from their participation in economic and public life. 
In exceptional cases involving objective judgements concerning 
deliberate and dangerous behaviour, restrictions on liberty may be 
imposed Such exceptional cases should be handled under ordinary 
provisions of public health, or criminal laws, with appropriate due 
process protection. 
Compulsory HIV testing can constitute a deprivation of liberty and a 
violation of the right to security of person. This coercive measure is 
often utilized with regard to groups least able to protect themselves 
because they are within the ambit of government institutions or the 
criminal law, e.g. soldiers, prisoners, sex workers, injecting drug users 
and men who have sex with men. There is no public health justification 
for such compulsory HIV testing. Respect for the right to physical 
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integrity requires that testing be voluntary and based on informed 
consent. 
10- Right to Education 
Article 26 of the Universal Declaration of Human Rights states that 
"Everyone has the right to education, education shall be directed to the 
full development of the human personality and to the strengthening of 
respect for human rights and fundamental freedoms. It shall promote 
understanding, tolerance and friendship". This right includes three broad 
components which apply in the context of HIV/AIDS. Firstly, both 
children and adults have the right to receive HIV-related education, 
particularly regarding prevention and care. Access to education 
concerning HIV/AIDS is an essential life-saving component of effective 
prevention and care programmes. It is the State's obligation to ensure, in 
every cultural and religious tradition, that appropriate means are found 
so that effective HIV/AIDS information is included in educational 
programmes inside and outside schools. The provision of education and 
information to children should not be considered to promote early sexual 
experimentation; rather, as studies indicate, it delays sexual activity.^''^^ 
Secondly, States should ensure that both children and adults living with 
HIV/AIDS are not discriminatorily denied access to education, including 
access to schools, universities, scholarships and international education 
or subject to restrictions because of their HIV status. There is no public 
health rationale for such measures since there is no risk of transmitting 
HIV causally in educational settings. Thirdly, States should, through 
education, promote understanding, respect, tolerance and non-
discrimination in relation to persons living with HIV/AIDS. So 
education becomes indispensable to curb the menace. 
/ / - Freedom of expression and information 
Article 19 of the International Covenant on Civil and Political Rights 
states that "Everyone shall have the right to hold opinions without 
interference, everyone shall have the right to freedom of expression; this 
right shall include the freedom to seek, receive and impart information 
and ideas of all kinds". This right, therefore, includes the right to seek. 
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receive and impart HlV-related prevention and care information. Such 
educational material which may necessarily involve detailed information 
about transmission risks and may be targeted to groups engaging in 
illegal behaviour, such as injecting drug use and homosexual behaviour, 
where applicable, should not be wrongfully subject to censorship or 
obscenity laws or laws making those imparting the information liable for 
"aiding and abetting" criminal offences. States are obliged to ensure that 
appropriate and effective information on methods to prevent HIV 
transmission is developed and disseminated for use in different 
multicultural contexts and religious traditions. The media should be 
respectful of human rights and dignity, specifically the right to privacy, 
and use appropriate language when reporting on HIV/AIDS. Reporting 
on HIV/AIDS by media should be accurate, factual, sensitive, and 
should avoid stereotyping and stigmatization. It is crystal clear that no 
one can restrain the HIV/AIDS patients from the freedom of expression 
and informatioii. 
12- Freedom of assembly and association 
Article 20 of the Universal Declaration of Human Rights provides that 
"Everyone has the right to freedom of peaceful assembly and 
association". This right has been frequently denied to non-governmental 
organizations working in the field of human rights, AIDS service 
organizations (ASOs) and community-based organizations (CBOs), with 
applications for registration being refused as a result of their perceived 
criticism of Governments or of the focus of some of their activities, e.g. 
sex work. In general, non-governmental organizations and their 
members involved in the field of human rights should enjoy the rights 
and freedoms recognized in human rights instruments and the protection 
of national law. In the context of HIV/AIDS, the freedom of assembly 
and association with others is essential to the formation of HIV-related 
advocacy, lobby and self-help groups to represent interests and meet the 
needs of various groups affected by HIV/AIDS, including PLHAs. 
Public health and an effective response to HIV/AIDS are undermined by 
obstructing interaction and dialogue with and among such groups, other 
social actors, civil society and Government. 
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Furthermore, persons living with HIV/AIDS should be protected against 
direct or indirect discrimination based on HIV status in their admission 
to organizations of employers or trade unions, continuation as members 
and participation in their activities, in conformity with ILO instruments 
on freedom of association and collective bargaining. At the same time, 
workers' and employer's organizations can be important factors in 
raising awareness on issues connected with HIV/AIDS and in dealing 
with its consequences in the workplace. 
13- Right to participation in political and cultural life 
Realization of the right to take part in the conduct of public affairs, 
as well as in cultural life, ^^ ^^  is essential to guarantee participation by 
those most affected by HIV/AIDS in the development and 
implementation of HlV-related policies and programmes. These human 
rights are reinforced by the principles of participatory democracy, which 
assumes the involvement of PLWHAs and their families, women, 
children and groups vulnerable to HIV/AIDS in designing and 
implementing programmes that will be most effective by being tailored 
to the specific needs of these groups. It is essential that PLWHAs 
remain fully integrated into political, economic, social and cultural 
aspects of community life. People with HIV/AIDS have the right to their 
cultural identity and to various forms of creativity, both as a means of 
artistic expression and as a therapeutic activity. Increasing recognition 
has been given to the expression of creativity as a popular medium for 
imparting HIV/AIDS information, combating intolerance, and as a 
therapeutic form of solidarity. 
14- Right to the highest attainable standard of physical and mental 
health 
The right to the highest attainable standard of physical and mental 
health comprises, "the prevention, treatment and control of epidemic 
diseases" and "the creation of conditions which would assure to all 
medical service and medical attention in the event of sickness''.*^''' 
In order to meet these obligations in the context of HIV/AIDS, States 
should ensure the provision of appropriate HIV-related information. 
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education and support, including access to services for sexually 
transmitted diseases, to the means of prevention (such as condoms and 
clean injection equipment) and to voluntary and confidential testing with 
pre-and post-test counselling, in order to enable individuals to protect 
themselves and others from infection. States should also ensure a safe 
blood supply and implementation of "universal precautions" to prevent 
transmission in setting such as hospitals, doctors' offices, dental 
practices and acupuncture clinics, as well as informal settings, such as 
during home births. 
It is duty of the states to ensure access to adequate treatment and drugs, 
within the overall context of their public health policies, so that people 
living with HIV/AIDS can live as long and successfully as possible. 
PLWHAs should also have access to clinical trails and should be free to 
choose amongst all available drugs and therapies, including alternative 
therapies. International support, from both the public and private 
sectors, for developing countries for increased access to health care and 
treatment, drugs and equipment is essential. In this context. States 
should ensure that neither expired drugs nor other invalid materials are 
supplied. 
States may have to take special measures to ensure that all groups in 
society, particularly marginalized groups, have equal access to HIV-
related prevention, care and treatment services. The human rights 
obligations of States to prevent discrimination and to assure medical 
service and medical attention in the event of sickness for everyone 
require States to ensure that no one is discriminated against in the 
health-care setting on the basis of their HIV status. 
15- Right to an adequate standard of living and social security 
services 
Article 25 of the Universal Declaration of Human Rights states that 
"Everyone has the right to a standard of living adequate for the health 
and well-being of himself and his family, including food, clothing, 
housing and medical care and necessary social services, and the right to 
security in the event of unemployment, sickness, disability, widowhood. 
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old age or other lack of livelihood in circumstances beyond his control". 
Enjoyment of the right to an adequate standard of living is essential to 
reduce vulnerability to the risk and consequences of HIV infection. It is 
particularly relevant to meeting the needs of people living with 
HIV/AIDS, and /or their families, who have become impoverished by 
HIV/AIDS as a result of increased morbidity due to AIDS and /or 
discrimination which can result in unemployment, homelessness and 
poverty. If States introduce priority ranking for such services for 
resource allocation purposes, then PLHAs and persons with comparable 
conditions and disabilities should qualify for preferential treatment 
because of their dire circumstances. 
States should take steps to ensure that people living with HIV/AIDS are 
not discriminatorily denied an adequate standard of living and /or social 
security and support services on the basis of their health status. 
16- Right to work 
"Everyone has the right to work and to just favourable conditions of 
work"/^^^ The right to work entails the right of every person to access to 
employment without any precondition except the necessary occupational 
qualifications. This right is violated when an applicant or employee is 
required to undergo mandatory testing for HIV and is refused 
employment or dismissed or refused access to employee benefits on the 
grounds of a positive result. States should ensure that persons with 
HIV/AIDS are allowed to work as long as they can carry out the 
functions of the job. Thereafter, as with any other illness, PLWHAs 
should be provided with reasonable accommodation to be able to 
continue working as long as possible and, when no longer able to work, 
be given equal access to existing sickness and disability schemes. The 
applicant or employee should not be required to disclose his or her HIV 
status to the employer nor in connection with his or her access to 
workers' compensation, pension benefits and health insurance schemes. 
States' obligations to prevent all forms of discrimination in the 
workplace, including on the grounds of HIV/AIDS, should extend to the 
private sector. 
As part of favourable conditions of work, all employees have the right to 
safe and healthy working conditions. "In the vast majority of 
occupations, an occupational settings, work does not involve a risk of 
acquiring or transmitting HIV among workers, from worker to client, or 
from client to worker".^^'^ However, where a possibility of transmission 
does exist in the workplace, such as in health-care settings, States 
should take measures to minimize the risk of transmission. In particular, 
workers in the health sector must be properly trained in universal 
precautions for the avoidance of transmission of infection and be 
supplied with the means to implement such procedures. 
17- Freedom from cruel, inhuman or degrading treatment or 
punishment 
The right to freedom from cruel, inhuman or degrading treatment or 
punishment can arise in two situations in the context of HIV/AIDS, 
firstly the treatment of prisoners secondly in connection with violence 
against women. 
Imprisonment is punishment by deprivation of liberty but should not 
result in the loss of human rights or dignity. In particular, the State, 
through prison authorities, owes a duty of care to prisoners, including 
the duty to protest the rights to life and to health of all persons in 
custody. Denial to prisoners of access to HIV-related information, 
education and means of prevention (bleach, condoms, clean injection 
equipment), voluntary testing and counselling, confidentiality and HIV-
related health care and access to and voluntary participation in treatment 
trials, could constitute cruel, inhuman or degrading treatment or 
punishment. The duty of care also comprises a duty to combat prison 
rape and other forms of sexual victimization that may result, in HIV 
transmission. 
Thus, all prisoners engaging in dangerous behaviour, including in rape 
and sexual coercion should be subject to discipline based on their 
behaviour, without reference to their HIV status. There is no public 
health or security justification for mandatory HIV testing of prisoners, 
nor for denying inmates living with HIV/AIDS access to all activities 
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available to the rest of the prison population. Furthermore, the only 
justification for segregation of PLWHAs from the prison population 
would be for the health of PLWHAs themselves. Prisoners with terminal 
diseases, including AIDS, should be considered for early release and 
given proper treatment outside prison. Violence against women in all its 
forms during peacetime and in conflict situations increases Women's 
and children's vulnerability to HIV infection. Such violence constituting 
cruel, inhuman and degrading treatment, includes, sexual violence, rape 
(marital and other) and other forms of coerced sex, as well as traditional 
practices affecting the health of women and children. States have an 
obligation to protect women and children from sexual violence in both 
public and private lives. 
HIV/AIDS continues to challenge our societies in many ways. It 
requires States, communities and individuals to ask themselves 
extremely difficult questions, which have always been present in our 
societies, and to seek answers to these questions. With the advent of 
HIV/AIDS, we can no longer afford to avoid answering these questions 
because to do so threatens the lives of millions of men, women and 
children. These questions relate to the roles of women and men, the 
status of marginalized or illegal groups, the obligations of States 
concerning health expenditure an the role of law in achieving public 
health goals, the content of privacy between individuals and between 
individuals and their Governments, the responsibility and ability of 
people to protect themselves and others, as well as the relationship 
between human rights, health and life. The Guidelines are means to give 
guidance concerning these difficult questions, guidance which has 
evolved from the international human rights regime and from the 
courageous and inspiring work of millions the world over who have 
demonstrated that protecting the human rights of people means 
protecting their health, lives and happiness in a world with HIV/AIDS. 
Let us join hands together in the battle against HIV/AIDS and lead our 
nation in the path of development. 
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GENDER AND HIV/AIDS: HUMAN RIGHTS 
AND SECURITY PERSPECTIVE 
Women must not be regarded as victims. They are, in many places, 
leading the way forward. In communities scattered around the globe. 
women and men are taking action to increase knowledge about the 
disease, expand access to sexual and reproductive health and educational 
service, increase women's ability to negotiate safer sexual relations, 
combat gender discrimination and violence and increase access to 
female-controlled prevention methods such as the female condom. 
Women are fighting both a virus and systemic discrimination in trying 
to overcome the threat of HIV/AIDS. Across the world, they face a 
number of circumstances which increase their risk of HIV infection in 
gender-specific ways. Many women are exposed to sexual violence and 
coerced sex inside and outside marriage, including through harmful 
traditional practices such as early marriage and wife inheritance. They 
frequently lack information on the access to HIV prevention measures 
and to health care as well as to support and medication after infection. 
Women who are sero positive to HIV/AIDS virus, in practice, they are 
denied property and inheritance rights, employment and access to 
finance-denials which make them dependent on men-and are frequently 
excluded from participation in policy-making and implementation, 
including on issues which primarily affect them. 
However women are increasingly campaigning effectively for their 
rights. Grassroots activism by women, including in particular women 
living with HIV/AIDS, has grown for years with some striking 
successes-and in the face of a multitude of impediments.^'' 
The HIV pandemic is increasingly viewed as a strongly gendered health, 
development and human rights issue. ^^ ' It is a preventable disease yet 
some 40 million people live with the virus and the proportion of women 
affected is increasing. The evidence below makes clear that: 
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• Violence against women and other forms of gender-based 
discrimination increase women's likelihood of contracting HIV; 
• Gender-based discrimination also hinders women's access to 
prevention methods and to treatment; 
For empowering the position of women: 
• A comprehensive rights-based approach is needed to effectively 
tackle the pandemic, its causes and consequences; 
• Agendas for an effective response to HIV/AIDS agreed by the 
international community-including UNAIDS human rights 
guidelines, the Cairo Programme of Action, the Beijing 
Declaration and Platform for Action, the Millennium 
Development Goals and others- have yet to be implemented 
effectively; 
• International cooperation is needed to tackle the global inequities 
surrounding HIV prevalence and lack of access to treatment. 
THE SCALE OF THE PANDEMIC AND ITS IMPACT ON 
WOMEN 
The number of people living with HIV/AIDS in 2007 was estimated by 
UNAIDS to be 33.2 million adults (of whom 15.4 million were women) 
and 2.5 million children. ^^^ The number of HIV/AIDS related deaths 
have been multiplied since the start of the epidemic in 1981. 
The worldwide proportion of women living with HIV/AIDS is almost 50 
percent. Globally, young women are 1.6 times more likely to be living 
with HIV/AIDS than young men. ^"^^ 
Around five to six million people in low and middle income countries do 
not have access to necessary life-saving antiretroviral drugs (ARVs). *^* 
HIV affects not only those living with the virus but others who depend 
on, or are related to them. It affects: 
• Women living with the virus who face stigma, discrimination, 
violence, and unequal access to medication 
• Women at particular risk though gender-based violence, unsafe 
sex, injecting drug use or living with people who are injecting 
drug users, as sex workers and through discriminatory traditional 
practices. 
• Women caring for affected family members or others. 
• Women in their roles as campaigners, NGO activists, human 
rights defenders and service providers, not only bear physical 
problems but mental trauma also as it is so difficult to explain 
about the pandemic of HIV/AIDS to people who least care about 
health and hygiene. 
Women's gender-specific susceptibility to the virus 
Women face gender-specific risk from HIV in a number of ways. The 
growing proportion of women affected by HIV arises from a mix of 
physiological, social and human rights factors. Women and girls appear 
to have a higher inherent risk of being infected via heterosexual activity 
(compared to men) because semen contains higher levels of HIV than 
vaginal fluids. Moreover the vagina offers a larger area of mucosal 
tissue subject to micro-injuries through which the virus can enter the 
bloodstream. Women are thus more likely than men to contract HIV 
through a single heterosexual encounter. Unprotected sex, whether 
heterosexual or homosexual, carries a significantly higher risk of HIV 
infection for the respective partners. 
However the differential levels of infection seen in Asia, Southern 
Africa and elsewhere, where four to five times more young women than 
young men in the same age group are infected each year, do not reflect 
solely or even mainly biological differences between males and females 
but rather social and human rights factors. For many women the most 
common risk factor they face is living with an HIV -positive husband or 
partner (whether he is aware of his status or not). Other risk factors 
include the level of violence to which women are subjected, harmful 
traditional practices which put women at higher risk, and socio-
economic factors which limit women's capacity to protect themselves. 
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Although physiology affects women's greater risk of HIV transmission, 
it is women and girl's relative lack of power over their bodies and their 
sexual lives, supported and reinforced by their social and economic 
inequality, that make them such a vulnerable group in contracting, and 
living with, HIV/AIDS. The stereotypical gender roles that underpin 
sexual inequality and sexual violence are confirmed and reproduced by 
social, cultural and religious norms. This lends an aura of 'naturalness" 
and inevitability to these roles and can make them particularly difficult 
to contest and change. ^ ^^  
THE GENDER DIMENSIONS OF HIV/AIDS, HUMAN RIGHTS 
AND SECURITY ISSUES 
Gender -based violence 
Women face an epidemic of violence every day. Violence against 
women includes, but is not limited to: 
• Violence in the family. This includes battering by intimate 
partners, sexual abuse of female children in the household, dowry-
related violence, marital rape and other traditional practices 
harmful to women. Abuse of domestic workers-including 
involuntary confinement, physical brutality, slavery-like 
conditions and sexual assault-can also be considered in this 
category. 
• Violence against women in the community. This includes rape, 
sexual abuse, sexual harassment and assault at work, in 
educational institutions and elsewhere. Trafficking, forced 
prostitution and forced labour fall into this category, which also 
covers rape and other abuses by armed groups. 
• Gender-based violence perpetrated or condoned by the state, or by 
"state actors"-police, prison guards, soldiers, border guards. 
immigration officials and so on. This includes, for example, rape 
by government forces during armed conflict, forced sterilization, 
torture in custody and violence by officials against refugee 
(7) 
women. ^ ' 
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Violence is a key factor in increasing women's risk of contracting the 
virus. Studies suggest that the first sexual experience of a girl will often 
be forced. ^^^ Women are two to four times more likely to contract HIV 
during unprotected vaginal intercourse than men both because their 
sexual physiology places them at higher risk of injury (especially in the 
case of young women) and because they are more likely to be at the 
receiving end of violent or coerced sexual intercourse. ^ ^^  
Other factors also come into play. Yakin Erturk, the Special Rapporteur 
on Violence against Women, has stated that "multiple factors associated 
with women's subordinate position increase the risk of HIV infection. 
Among them are: illiteracy and poverty, conflict situations, lack of 
sexual autonomy, rape by intimate partners or strangers, multiple sexual 
partners, trafficking for sexual exploitation, and other harmful practices, 
prostitution and child marriage." "^'^  
Rape 
One of the most pervasive and damaging forms of gender-based violence 
is rape. The psychological and physical trauma inflicted by rape is well-
documented. '^^ ^ However, increasingly, the transmission of HIV is an 
additional consequence of rape. Because it is by definition non-
consensual, rape has a higher risk of leading to HIV infection by virtue 
of physical injury to the women's genitalia or anus. Even in the absence 
of apparent physical injury, rape can cause micro-lesions in the vagina 
which can be a route of infection for the virus. 
Protecting women (and men) from rape, and thus from the potential 
exposure to HIV caused by rape, requires a number of measures. 
Amnesty International has documented rape in police custody, in 
prisons, in the community and in areas of conflict or war. While each 
situation requires some particular reform, what is common to all is that 
there needs to be political will to make clear that rape is an unacceptable 
crime and will be punished; that there must be public education to 
encourage greater gender-awareness; that police and medical 
professionals should be provided with more training on sensitive 
investigation and documentation of rape; that medico-legal and trauma 
104 
services be strengthened and that laws on rape and other sexual offences 
be reformed to adequately address the nature and seriousness of rape. 
The gravity of rape has been recognised at the highest international 
level. The International Criminal Court, under article 7 (1) (g) of the 
Rome Statute of the ICC, considers rape (and similarly grave forms of 
sexual abuse) as crimes against humanity when committed as part of a 
widespread or systematic attack against any civilian population. When 
committed in the context of an international or non-international armed 
conflict, these offences also constitute war crimes. '^^ ^ In India, Rape is a 
criminal offence under Section 375/376 of the Indian Penal Code, with 
the punishment of Life Imprisonment. Addressing the crime of rape 
requires support and protection for witness before, during and after the 
trial. The obstacles posed to effective justice in rape cases are 
considerable and supporting complaints effectively is essential if justice 
is to be done and to be seen to be done. 
Violence in the family and Community 
Intimate Partner Violence 
In India, women and girls suffer high levels of domestic and sexual 
violence, and experience pervasive economic, social and legal 
discrimination. The HIV/AIDS pandemic has had a devastating impact 
on women and girls. The United Nations Development Program has 
concluded "most cultural expectations and practices contribute to 
women's vulnerability to HIV/AIDS". '^^ ^ 
Domestic violence or intimate partner violence places a significant 
health burden on women and on society. Intimate partner violence 
occurs in all countries and within all social, economic, religious or 
cultural groups. The overwhelming burden of partner violence is borne 
by women at the hands of men, although men can also be victims of 
violence at the hands of female partners, violence can be inter-
generational, and same-sex relationships can also be characterized by 
violence. Intimate partner violence comprises verbal/psychological, 
physical and sexual violence and affects millions of women 
worldwide.^'''^ 
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Women who live with violent partners face not only psychological 
trauma and physical injury but also experience difficult time protecting 
themselves from unwanted pregnancy or disease, including sexually 
transmitted infections. Physical or sexual violence by a man living with 
HIV can contribute directly to the transmission of the virus to a 
partner—and the longer the violence continues the higher will be the 
risk of this happening. A woman is also at risk when she is in a sexual 
relationship with a HIV-positive man who is unwilling to take 
preventive measures such as using a condom (whether he is aware of 
being HIV-positive or not). However women are also at risk more 
indirectly by: 
• Being unable to negotiate the use of contraceptives including 
condoms; 
• Being unable to undertake other forms of safer sexual behaviour 
with a partner; or 
• Commencing to abuse alcohol or illegal drugs which can lead to 
undertaking higher risk sexual or drug-injecting behaviour. 
Intimate partner violence, child sexual assault, forced first intercourse 
and adult sexual assault by non-partners were generally associated with 
increased HIV risk behaviours, in women. Women who reported 
intimate partner violence, problematic substance use, urban residence, 
ever having worked, or living in substandard housing were more likely 
to report transactional sex, while women who delayed first coitus, were 
married, or had a post-secondary education were less likely to do so 
Transactional sex was associated with increased risk of HIV. '^^ ^ 
Harmful traditional practices 
A number of practices increasing a woman's risk of HIV infection are 
often justified in the name of cultural values and traditions. Some of 
these are discussed later in this chapter under themes of sexual rights 
and economic independence. The two practices discussed here are: earU 
marriage and wife inheritance. 
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Early marriage 
The Convention on the Rights of the Child, 1989, does not set a fixed 
minimum legal age of marriage. However, other treaties do specify a 
minimum legal age for marriage. The Committee monitoring the 
Convention on the Elimination of All Forms of Discrimination against 
Women (CEDAW Committee) has also recommended that the minimum 
age for marriage of both men and women should be 18, commenting 
that, "When men and women marry, they assume important 
responsibilities. Consequently, marriage should not be permitted before 
they have attained full maturity and capacity to act." '^^ ^ International 
agencies such as the United Nations Population Fund (UNFPA) make 
clear the risk of marriage below the age of 18. '^^ ^ In India also the child 
marriage is prohibited, and minimum age for marriage of women is 18 
and of men is 21. According to Hindu Marriage Act at 1955 and 
Amendment Act in 1976, Sec. 5 (iii), the marriageable age of men is 21 
years and Women is 18 years. Law commission in its report suggested 
that the minimum marriage age of male be reduced to 18 years. 
It appears that, in practice around the world, girls marry earlier than 
boys. Child marriage involves a number of factors which increase a 
young woman's risk of HIV infection. The following factors increase 
potential exposure to the virus: (i) lack of awareness of measures 
required for self-protection; (ii) lack of power within the marital 
relationship; (iii) family pressure to obey a husband; (iv) and pressure to 
start a family which militates against the use of condoms. UNAIDS 
study have found a higher prevalence of HIV in young married women 
compared to unmarried women in the same age group, particularly 
where the husband is significantly older than the wife. Researchers have 
suggested that the increased risk is linked to older men's increased 
sexual experience and exposure to HIV, young wives' inability to make 
demands on older husbands, and less use of means of protection. "^* 
Child marriage impedes a girl's access to educafion with all that implies 
for managing here relationships, gaining employment and negotiating 
sexual behaviour. In Ethiopia, for example, some 80% of married young 
women have had no education and are unable to read.''^^ In India 
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(Rajasthan), there is a custom known as Akha Teej in which several girls 
below the marriageable age are given in marriage. 
From a policy viewpoint there is a risk that married adolescents fall 
outside the scope of programs intended to advance and protect 
adolescent sexual and reproductive health. ^^ °^  
Wife inheritance 
Wife inheritance is the practice of the transfer of the widow of a deceased 
man to that man's brother—she is 'inherited', sometimes into a 
polygamous family. Subsequent sexual activity is often coerced and 
unsafe. The possibility that either the wife or the new husband will already 
be living with HIV increases the risk of transmission and thus facilitates 
the spread of the virus. In some traditions the woman must consent to the 
new marriage but if she refuses she will lose here home. Either decision is 
likely to have an unwelcome outcome for the woman. ^^'). For eg. There is 
a tradition in Punjab (India) known as 'Chundri Udana' in which the 
deceased man's brother spreads Chundri over his widow and takes 
widow as his wife. 
Violence against Women in conflict 
In many other parts of the world, rape and other sexual violence arising 
in the context of conflict are helping to drive the HIV pandemic. Rape 
and sexual violence have been used as a weapon f war through history 
and has been an all-too-common feature of contemporary conflicts. 
In the Democratic Republic of Congo (DRC) both civilian women and 
girls are forced to fight as combatants and are at risk of sexual violence 
and exposure to HIV. Local and international NGOs have attempted to 
intervene with the armed groups in the DRC to secure the release of 
child soldiers. Following an intervention in early 2004 that led to the 
release of 36 girls soldiers, mostly aged around 14 or 15, one Congolese 
activist reported that 17 of the girls were found to be HIV positive. '^ *^ 
The violence and destruction arising in the context of conflict has other 
ramifications for the health system. No more that eight percent of blood 
used in transfusion is tested for HIV, because either the infrastructure 
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has been destroyed or the resources are not available. ^^^^ According to 
the DRC National AIDS Programme, 80 per cent of health centres in the 
DRC do not test blood prior to using it for transfusions, seriously 
endangering those who receive blood transfusion. ^^ '*^  
Security Council Resolution 1325 (2000) "addresses protection of 
women during armed conflict, and calls for an end to impunity for 
gender-based abuses during and after conflict, the integration of a 
gender perspective in peace-making and peace-keeping, and the 
participation of women in all levels of decision-making and issues 
related to prevention management and resolution of conflict. It calls for 
action from a wide range of stakeholders, including governments, the 
UN Security Council, UN Secretary-General and all parties to armed 
conflict." ^^ ^^  
In Colombia, women targeted for gender-based violence are among the 
casualties of the continuing internal conflict. A significant component of 
the strategy of armed groups for exercising control over the population 
is the imposition of rigid gender norms and rules of conduct that apply 
even within the family unit. This type of control is often preceded or 
accompanied by what the paramilitary groups call 'social cleansing"— 
the killing of petty criminals, prostitutes, and others perceived as 
'socially undesirable'. Gender-based violence is used to impose a moral 
code based on rigidly differentiated roles for men and women. Amnesty 
International has received testimonies which point to the persecution, 
disappearance and killing of women who depart from these social codes 
as well as persons from other stigmatized groups, including sex workers, 
people targeted on account of their sexual orientation and alleged 
carriers of sexually transmitted infections (STIs), such as HIV/AIDS. * '^'' 
The sexual and other violence directed at women, which is seen in 
conflicts in different continents not only traumatizes women and girls, 
but puts them at risk of STIs including HIV/AIDS. 
Lack of economic independence 
For many women, financial, material or socially determined dependence 
on men means that they cannot control when, with whom and in what 
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circumstances they have sex. Nor can they make demands on men to 
minimize risky behaviour. 
Absolute or relative poverty can pressure women to exchange sex for 
food or other material favours in order to ensure daily survival for the 
woman and her family. The UN Secretary-General's Task Force on 
HIV/AIDS in Southern Africa put this very clearly: 
Poverty and HIV infection are deeply intertwined. As the burden of 
caring for the sick, the dying and the orphaned forces millions of 
African women deeper into poverty and batters their energy and self-
esteem, so it increases the pressure to resort to high risk "transactional" 
sex-sex in exchange for money or goods—or sex with older "sugar 
daddies" who offer the illusion of material security. And as more and 
more women and girls take to the streets as their only means of survival, 
the need to confront gender inequality becomes inescapable. ^ ^^  
In some other specific areas of women's lives, gender intersects with 
sexuality, race, ethnicity, age, occupation and social status to increase 
the risks women face from HIV. These areas include sex work and 
injecting drug use. 
Women face particular problems, including: 
• The lack of education limit women's income-earning possibilities 
and help perpetuate inequality between men and women. 
• Women who have lost partners to HIV AIDS or who have been 
abandoned because they are HIV positive are often deprived of 
financial security and economic opportunities. 
• The impact of poverty forces women to resort to sex for survival 
or to continue in relationships with men who refuse to practice 
safe sex. 
• The power imbalance in the workplace exposes women to the 
threat of sexual harassment. 
• Women's double burden is intensified when the family is affected 
by HIV because they have to provide care in addition to 
maintaining or boosting household income. 
• Certain types of work situation may increase the risk of HIV 
infection e.g. Medical Professional. 
• Women who travel for their work or who migrate to find work, 
and the spouses of migrant or mobile workers. 
• Women who are in a small minority at the workplace. 
• Female domestic workers, especially those who live at their place 
of work. 
• Women in sex work. ^^ ^^  
Sex work 
The Sonagachi experience cited below which has led to a significant 
lowering of HIV prevalence among sex workers—offers important 
lessons. However, it is an exception. More typically, sex workers are 
exposed to relatively high risk of contracting HIV. They work in an 
informal and often illegal sector of society in which they occupy a low 
status and marginalised position. They frequently have little control over 
their working conditions and, in particular, are exposed to a primary 
mode of transmission of HIV - sexual intercourse. Their capacity to 
negotiate condom use or to look after their health in other ways is 
limited. They are subject to violence by those who control or manage 
them as well as violence by clients. 
Women's health and HIV: experiences from a sex worker's in 
Calcutta 
The current rate of HIV/AIDS infection in India is very high. For most 
Indian women it is almost impossible to contemplate assertiveness in a 
sexual relationship with a man and negotiate safer sex. However there is 
a movement of sex workers in Sonagachi who are successfully 
negotiating safer sex relationships with clients as well as better 
treatment from society (including the police). In 1992 the STD/HIV 
Intervention Project (SHIP) set up a Sexually Transmitted Diseases 
(STD) clinic for sex workers to promote disease control and condom 
distribution. However their focus soon broadened to address structural 
issues of gender, class and sexuality. The sex workers themselves decide 
the programme's strategies. 25 per cent of managerial positions are 
reserved for sex workers and they hold many key positions. From early 
on the sex workers were invited to act as peer educators, clinic 
assistants and clinic attendants in the project STD clinics. SHIP aims to 
build sex worker's capacity to question the cultural stereotypes of their 
society, and build awareness of power. ^^ ^^  
The infection includes: 
Stigmatization and marginalization 
Limited economic options, in particular for women 
Limited access to health, social and legal services 
Limited access to information and prevention means 
Gender-related differences and inequalities 
Sexual exploitation and trafficking 
Harmful, or a lack of protective legislation and policies 
Exposure to risks associated with lifestyle (e.g. violence, 
substance use, mobility. '-^^^ 
Where women are working as sex workers as a result of being trafficked 
they may face even more difficulties in protecting themselves. 
The health of women who have been trafficked for the purposes of 
sexual exploitation in sex work is at particular risk. Many studies have 
documented the risks to health and well-being of women posed by 
trafficking. The sexual health of these women and their capacity to 
protect themselves from HIV / AIDS is seriously compromised by the 
coercive environment in which they work. 
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Injecting drug use 
Women and men who inject drugs such as heroin or cocaine are at high 
risk where access to clean needles is not possible or is difficult. Sharing 
of needles is a very efficient way of transmitting HIV / AIDS (and other 
blood -borne viruses such as hepatitis B and C. Drug user populations 
tend to have a higher rate of infection than the base-line community HIV 
prevalence rate. In Canada, for example, HIV prevalence among people 
in Montreal who injected drugs increased almost fourfold from 1988 to 
reach 19.5 per cent of drug users in 1997. ^^ '^  Research in Vancouver 
found that HIV incidence rates among female injection drug users were 
about 40% higher than those of male injecting drug users. The authors of 
the study suggested that a better understanding of the processes and 
factors that cause drug-related harm among women was needed and that 
sex specific prevention initiatives were urgently required. ^^ ^^  
Because of the cost of a drug habit, both women and men who have drug 
needs may engage in transactional sex or regular unprotected paid sex. 
Condom use with regular or casual partners can be low and, as in other 
circumstances, women anxious to earn money to purchase drugs may not 
feel in a strong bargaining position to insist on a man using a condom. 
Moreover, the man may offer higher amounts of money for sex without a 
condom which women may accept out of perceived economic necessity. 
Women are also at risk where they are sexual partners of male injecting 
drug users, even if they themselves do not inject. 
INTERSECTING DISCRIMINATIONS-ETHNICITY, SEXUAL 
ORIENTATION AND AGE 
Ethnic minorities 
Women from ethnic, religious or cultural minorities can be at a higher 
risk of exposure to HIV infection, particularly in countries in conflict or 
where there are patterns of violence against disadvantage groups. But 
they are also at risk where educational materials are not available in 
their own language, where women have no avenues to seek help for 
domestic violence, or where the health system is inaccessible to them. 
In 2001, the then Special Rapporteur on violence against women, 
Radhika Coomaraswamy, noted that "Gender discrimination frequently 
interacts with other forms of discrimination, including racial 
discrimination, to deny racialized women their right to health. A variety 
of factors, including racial discrimination, neo-colonialism and poverty, 
prevent women of disadvantaged racial groups from having access to 
adequate health care. She also noted that in the report on her mission to 
South Africa in 1996, she had "pointed out that HIV positive indicators 
are 5.55 per cent for black women and .052 per cent for white 
women."^^^^ Ms Coomaraswamy cited the example of HIV positive 
Haitian refugees who were "detained at the United States naval base in 
Guantanamo Bay, Cuba, where doctors administered Depo Provera to 
female detainees and (mis)informed them that the birth control drug 
would help cure their AIDS". ^^^^ 
Bisexual women and lesbians 
Women who have same-sex relationships, whether identifying 
themselves as lesbians or not, are a relatively neglected population with 
respect to health care generally and sexual health in particular. Lesbian 
and bisexual women often face a double layer of discrimination based 
both on their gender and their sexual orientation. Severe discrimination 
often makes it even more difficult for these women to have access to 
health care information and materials. While it has been thought that 
women who are sexually active with other women are at lower risk of 
contracting HIV, there is evidence that sexual transmission of STIs does 
occur between women and other risks faced by women—such as 
transmission through sharing needles—represent a common risk. *^ '^ 
Furthermore, because the expression of women's sexuality is so severely 
restricted in many cultures, lesbian and bisexual women are not allowed 
to freely express their sexual orientation and are often forced into 
marriages and sexual relationships with men. Women who refuse to 
marry are often marginalized in their community, and without the 
"protection" of marriage to a man, may become targets for violence and 
rape, which increases the likelihood of HIV infection. 
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The girl child 
In some countries, even when child-and adolescent-friendly, HIV-
related services are available, they are not sufficiently accessible to 
children with disabilities, indigenous children, children belonging to 
minorities, children living in rural areas, children living in extreme 
poverty or children who are otherwise marginalized within the society. 
In others, where the health system's overall capacity is already strained, 
children with HIV have been routinely denied access to basic health 
care. States parties must ensure that services are provided to the 
maximum extent possible to all children living within their borders, 
without discrimination, and that they sufficiently take into account 
differences in gender, age and the social, economic, cultural and 
political context in which children live. ^ ^^ ^ 
Girls are at risk of exposure to HIV at several levels. They are exposed 
to sexual violence in the family, in the community and during conflict. 
They are frequently not given the same access as boys to educational 
opportunities, information, health care and nutrition, and in many 
countries are inculcated with gender norms which prescribe a 
subservient role for the woman. Girls can be caught between a 
conservative stratum of society which wishes to control their 
behaviour—through, for example, encouraging 'virginity testing' and 
pledges of chastity ^^ ^^  and exploitation by older males who seek sexual 
relations with younger girls. 
In Kenya there are reported cases of abuse by men who target minors for 
sex in the belief that they are less likely to be infected with the 
HIV/AIDS virus. Men infected with HIV/AIDS have reportedly raped 
young girls under the illusion that they will be 'cleansed' by having sex 
with a virgin. ^ 
Marriage of the young girl represents an increase in the risk she faces 
since she is likely to marry an older man with a higher likelihood of 
being HIV-positive than would obtain among boys of the same age as 
the married girls. Evidence suggests that delayed marriage, delayed 
sexual relations and formal education correlate with lower rates of HIV 
among adolescent girls. According to UNAIDS young people in several 
countries are becoming sexually active at an earlier age and premarital 
sex is increasing and women are increasingly becoming infected at an 
earlier age. '•^^^ 
Children living with HIV-positive parents or living with the virus 
themselves can face a number of forms of discrimination which puts 
their physical and mental integrity at risk and exposes them to health 
risks. 
A Human Rights Watch report (2004) on HIV AIDS and children in 
India documented how many doctors refused to treat or even touch HIV-
positive children. '^*°^  Schools expel or segregate children because they 
or their parents are HIV-positive and many orphanages and other 
residential institutions reject HIV-positive children or deny that they 
house them. Children from families affected by HIV / AIDS may be 
denied education, ejected onto the street, forced into child labour, or 
otherwise exploited, all of which puts them at greater risk of contracting 
HIV. 
Reviewing India's compliance with the Convention on the Rights of the 
Child in 2004, the Committee on the Rights of the Child expressed deep 
concern at the persistence of discriminatory social attitudes and harmful 
traditional practices towards girls, including low school enrolment and 
high drop-out rates, early and forced marriages, and religion-based 
personal status laws which perpetuate gender inequality in such areas as 
marriage, divorce, custody and guardianship of infants, and inheritance. 
It has also expressed concern about gender-based discrimination and 
HIV/AIDS and noted that states'- HIV/AIDS strategies must take into 
account the fact that discrimination against people living with 
HIV/AIDS often impacts girls more severely than boys. ^'"' 
Children who lose their parent to HIV/AIDS are also at risk of 
deprivation and destitution. Basic rights are at risk. Stephen Lewis, the 
UN Special Envoy for HIV/AIDS in Africa, told a press conference at 
the XV International Conference on HIV/AIDS in Bangkok in July 
2004. "Let me remind you, with special emphasis on girls, that one of 
the things which plagues the lives of children orphaned by AIDS most 
profoundly, is the inability to attend school. And the inability to attend 
school is often compromised because children cannot afford the school 
fees or the uniforms or the text-books or the registration costs. One 
wonders when, if ever, there will be a mass mobilization, on the 
continent, to have school fees abolished everywhere. The maintenance 
of fees is an explicit violation of the Convention on the Rights of the 
Child." ^ 2^' 
PREVENTION AGAINST THE DEADLY 'VIRUS' HIV 
Prevention of HIV/AIDS requires a multi-pronged approach which 
combines basic education, health education, social empowerment, 
provision of protective measures such as condoms, implementation of a 
programme of antiretroviral provision, prevention of violence against 
women and promotion and protection of human rights generally. The 
United Nations Secretary-General's Task Force on Women, Girls and 
HIV/AIDS in Southern Africa '^'^ ^ identified three key factors that 
contribute to the greater vulnerability of the sub-region's women and 
girls to HIV infection: the culture of silence surrounding sexuality; 
exploitative transactional and intergenerational sex; and violence within 
relationships with boys and men. The same thing applies to India also. 
This suggests that preventing HIV / AIDS in India (and undoubtedly 
elsewhere) requires educational measures, the economic and social 
empowerment of women and girls and measures to address the different 
forms of gender-based violence. 
Education on sex, health and HIV/AIDS 
Governments must take steps to encourage good health practice and to 
overcome public prejudice, misinformation and discrimination. There 
remains much ignorance about HIV/AIDS, requiring a huge effort to 
promote public awareness. One survey in Central Asia showed thai a 
third of young women had not even heard of AIDS—yet globally the 
infection rate for women is rising inexorably. *'*'*' 
Fundamental to protecting the rights of girls and women and to the 
prevention of HIV infection is to ensure that they receive education. 
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particularly regarding their sexual and reproductive health rights. The 
benefits of education show in their greater awareness of sex, health and 
HIV/ AIDS. They benefit also from 'training in negotiation and life 
skills and from their increased ability to think critically and analyse 
situations before acting.' In summary, they are empowered to act more 
effective in their own best interests. 
In 2004 report, the UN Special Rapporteur on the right to education 
summarized states' obligations to provide sex education. An explicit 
provision on sex education is contained in the Convention of the 
Elimination of All Forms of Discrimination against Women, which 
obliges States parties, in article 10 (h), to ensure for girls and women 
'access to specific educational information to help to ensure the health 
and well-being of families, including information and advice on family 
planning'. The Committee monitoring the Convention on the 
Elimination of Discrimination against Women (CEDAW Committee) has 
defined family planning to include sex education in its general 
recommendation No. 21. The Committee on the Rights of the Child in 
its general comment No. 3 on HIV/AIDS and the rights of the child, has 
interpreted the Convention on the Rights of the Child as affirming the 
right to sex education for children in order to enable 'them to deal 
positively and responsibly with their sexuality'; it continues. The 
Committee wishes to emphasize that effective HIV/AIDS prevention 
requires States to refrain from censoring, withholding or intentionally 
misrepresenting health-related information, including sexual education 
and information, and that States parties must ensure that children have 
the ability to acquire the knowledge and skills to protect themselves and 
others as they begin to express their sexuality. '^*^ ^ 
In a similar spirit, the Cairo Programme of Action recommends that 
'countries must ensure that the programmes and attitudes of health-care 
providers do not restrict the access of adolescents to appropriate 
services and the information they need, including on sexually 
transmitted diseases and sexual abuse.' It recognizes 'the rights, duties 
and responsibilities of parents and other persons legally responsible for 
adolescents to provide, in a manner consistent with the evolving 
capacities of the adolescent, appropriate direction and guidance in 
sexual and reproductive matters' but concludes that 'countries should, 
where appropriate, remove legal, regulatory and social barriers to 
reproductive health information and care for adolescents'. '^^ ^^  
Condoms 
Condoms are one of the simplest measures to protect sexual partners 
from infection with HIV/AIDS (other than avoiding penetrative sex). 
However reliance on condoms alone as a prevention strategy is not 
without drawbacks; there continues to be a shortage of supplies of 
condoms in developing countries. Moreover there remain questions 
about whether the impact of condoms may be limited by inconsistent use 
and low use among those at highest risk, and negative interactions with 
other strategies. In addition, opponents of condoms have suggested that, 
contrary to all available scientific data, condoms allow the virus to pass 
and therefore put users at risk. This view has been firmly rejected by 
authoritative bodies such as UNAIDS and WHO.^ '*'^  
Apart from problems associated with availability, the following factor 
continues to need addressing: 
• A major obstacle for the effectiveness of condoms in HIV 
prevention is the difficulty faced by women in persuading male 
partners to use them. Many men do not like condoms and do not 
like a female partner suggesting that a condom be used. 
• Sex workers are known to be put under pressure by men who offer 
to pay higher rates for sex without condoms. There is also a 
problem of inconsistent use, with women using condoms with 
paying clients but not with their own male partners. 
• Injecting drug users are reported to use condoms in a sporadic and 
ineffective way. 
• Women who are subjected to sexual violence will have no control 
over the use of condoms and these are unlikely to be used. 
• Condoms also represent a barrier to conception and many couples 
want to have children. 
Nevertheless UN and other agencies working in the field of HIV/AIDS 
have emphasized that condoms remain an essential component of current 
prevention strategies. ^ '* 
Female condom 
The female condom is a polyurethane sheath with rings at each end 
which can be inserted into the vagina up to eight hours before sexual 
intercourse. It provides protection against both pregnancy and sexually 
transmitted infections. The female condom has no known side-effects or 
risks—through care has to be taken in fitting it and in its use—and it has 
been found to be acceptable to large numbers of women. The female 
condom has been available in Europe since 1992 and was approved by 
the US Food and Drug Administration in 1993. Studies among various 
groups of women, including married women and sex workers in some 
African countries, and in Thailand have suggested that women found the 
biggest advantage of the female condom to the control it gave them over 
their own sexual health since they could initiate its use, and could insert 
the condom well before sexual intercourse. There remains a problem of 
expense to overcome (they are currently around 20 times more 
expensive per unit than the male condom) and they have been 
distributed in relatively limited numbers.^ '^ ^^ In India the use of female 
condom is not very popular. 
The ABC approach 
HIV/AIDS prevention programmes must be practical and realistic. 
Lecturing young people and women does not protect them; the people 
who really need to hear the message about abstinence and fidelity are 
older, for the most post married men.^ ^^^ Generally people are not aware 
of such programmes. 
One approach to the prevention of HIV infection is the "'ABC'" 
method—Abstain (from sexual intercourse), Be faithful (to one sexual 
partner) and use condoms. While each of these measures has the 
potential to contribute to protection from exposure to HIV (and the 
approach appears to have had some success in some countries) ABC has 
important limitations, particularly if promoted as the only means for 
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protection. Abstinence has little meaning to girls and women who are 
coerced into sexual activity or subjected to sexual violence. Similarly, 
faithfulness to one partner offers little protection to women whose 
husbands have other partners or were infected before they were married. 
In several African and Asian countries young married women have 
higher rates of HIV / AIDS than their unmarried counterparts and 
adolescent marriage is an indicator of increased susceptibility to 
infection. The use of condoms requires the cooperation of men (or their 
tolerance in the case of female condoms). Men frequently do not want to 
use condoms or regard a wish by woman to use a condom as a statement 
of distrust or unfaithfulness. 
The ABC approach will present viable options for girls and women only 
if it is implemented as part of a multi-faceted package of interventions 
that take into consideration the specific problems of girls and women. 
These interventions should aim to empower girls and women through 
assertiveness and self-esteem building and inter-personal 
communication and leadership skills development. They must be 
accompanied by changes in laws and efforts to transform social 
expectations that would allow women to live independent lives both 
socially and economically.^^ Religious initiative are been taken up by 
the Ullemas to curb the increasing menace of the Pandemic of 
HIV/AIDS. For example the Deoband Fatawa, which empowers the 
position of women, to seek divorce from her HIV/AIDS infected 
husband and vice-versa. HIV/AIDS is declared as one of the reasons for 
dissolution of marriage. 
TESTING AND TREATMENT 
Voluntary testing for the presence of HIV, in the context of a program 
of pre-test and post-test counseling and peer support (known as 
voluntary counselling and testing, VCT), is critical in diagnosis, in 
enabling early intervention as a management strategy for the disease and 
in minimizing transmission of HIV. However, testing is also open lo 
abuse and denial of human rights. Abuses include introduction of 
mandatory screening and compulsory testing, failure to obtain consent to 
testing, failure to provide adequate pre-and post-test counselling; failure 
to respect confidentiality, failure to inform the tested person of the 
outcome of the test and testing people on discriminatory grounds. ^ ^^ * 
The purpose of testing are diverse. The UNAIDS Global Reference 
Group on HIV/AIDS and Human Rights identified, purposes for testing 
for HIV including as a precondition to accessing AIDS-related care, to 
reduce mother to child transmission (MTCT) of HIV, to donate blood 
and as part of health screening. While most of these purpose have 
legitimate goals, the application of testing can be discriminatory. 
UNAIDS recognizes the importance of tackling stigma and 
discrimination and stresses that testing should be confidential, be 
accompanied by counselling and only be conducted with informed 
consent, meaning that it is both informed and voluntary. The minimum 
information that patients require to be able to provide informed consent 
is the following: 
• The clinical benefit and the prevention benefits of testing. 
• The follow-up services that will be offered and 
• In the event of a positive test result, the importance of anticipating 
the need to inform anyone at ongoing risk who would otherwise 
not suspect they were being exposed to HIV infection.^^^^ 
The first area most immediately in need of reform is discrimination 
against women in the workplace, in particular through involuntary HIV 
tests administered to workers and jobseekers. For example women who 
apply for positions in the tourism industry or the free trade-zones -the 
two main employers of women—are often tested for HIV as a condition 
of work under its service rules, in violation of their right to non-
discrimination in access to work and in the workplace. None of the 
governmental mechanisms designed to enforce work-related rights 
protections have addressed these abuses adequately, allowing private 
employers to continue the abuse with impunity. '^ ''^  
Antireiroviral medication 
While there is currently no cure for HIV/AIDS infection, the long -term 
use of antiretroviral medication is the only measure which will prevent 
122 
the negative and life-threatening consequences of the infection in those 
living with the virus. 
Antiretroviral drugs work by different mechanisms *^ ^^  but each has the 
effect of blocking the reproduction of the virus which kills cells forming 
part of the human immune system. By taking such drugs on a regular 
basis for life, the long term harmful effects of HIV can be prevented. 
However, antiretroviral drugs have been very expensive and, even 
though the price is falling significantly, it still remains out of the reach 
of millions of people in need. 
Of course, the state of health of a person living with HIV/AIDS depends 
on far more than access to medication: proper nutrition, psychological 
well-being, decent housing and personal and financial security can all 
have a dramatic impact on the physical health of such an individual. 
Under adverse conditions, it is clear that a holistic approach is needed if 
ARV treatment is to be effective, including improving living conditions 
of people living with HIV/AIDS and reducing the burden on their 
families or those caring for them 
There remains important research to be undertaken on antiretroviral, 
including with regard to the effective delivery of antiretroviral therapy 
for women. While ARVs protect the lives of women and men living with 
HIV, there has been inadequate research on gender differences in dosage 
and reaction to ARVs, or on the effect of hormone level changes, the 
effects on pregnancy, and levels and implication of ARVs in breast milk. 
There is more research needed on women and ARVs though there is 
clear evidence that women benefit from treatment with such medication. 
Children also have special needs. A number of organizations have 
drawn attention to the limited number and expense of peadiatric 
formulation. ^^ '^ 
Although antiretroviral drugs were first developed in the early 1990s, 
they were difficult to access due to limited production and, more 
significantly, the cost of treatment which made them unobtainable by the 
vast majority of people living with HIV/AIDS. In recent years members 
of the international community—and particularly NGOs—have been 
increasing pressure for the relaxation of patent protections to allow for 
the production of cheaper generic drugs. In response, ministers to the 
World Trade Organization (WTO) signed the Declaration on the TRIPS 
Agreement and Public Health in Doha, Qatar, promising to ease patent 
restrictions in order to promote access to antiretroviral throughout the 
world. (57) Over the past years there has been increasing, if grossly 
inadequate, access to antiretroviral, though cost and capacity issues and 
the large number of people who do not know their HIV status means, a 
minority of people are receiving the medication they need. 
Preventing mother to child transmission (MTCT) 
In the absence of any intervention, children born to women living with 
HIV have a 15-30% risk of acquiring the virus during pregnancy and 
delivery and of being born HIV positive. There is a 10-20% risk of 
transmission of the virus through breast milk. ^ ^^ ^ 
Prevention of mother to child transmission of HIV therefore requires 
addressing these routes of infection. Three broad recommendations have 
been made: (i) delivery of the baby by caesarean section; (ii) 
implementation of antiretroviral treatment for the mother and baby; and 
(iii) substitution of artificial baby milk for breast feeding. However, in 
resource-limited settings, elective caesarean delivery is seldom available 
or safe, and refraining from breastfeeding is often not acceptable or 
feasible for the woman, or safe for the infant. 
The World Health Organization has recommended that HIV-positive 
pregnant women who need ARV treatment for their own health should 
receive it, in accordance with the WHO guidelines. The use of such 
treatment, when indicated, during pregnancy will benefit the health of 
the woman and decrease the risk of HIV transmission to the infant. 
Where HIV-positive pregnant women do not have indications for ARV 
treatment, or do not have access to treatment, they should be offered 
ARV prophylaxis to prevent MTCT using, for example, zidovudine from 
28 weeks of pregnancy plus a single-dose of nevirapine during labour 
and a single-dose of nevirapine and a one-week course of zidovudine for 
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the newborn infant. Alternative regimes based on zidovudine alone, or 
single-dose nevirapine alone, are also recommended. ^^ ^^  
A number of human rights issues arise in the context of addressing 
mother to child transmission (MTCT). These include 
• Provision of pre-test counselling and information to assist in 
informed decision-making by the woman. 
• Informed consent to testing during and after pregnancy, to the 
treatment itself and to decision-making with regard to 
management of the pregnancy. 
• Protection of confidentiality 
• Access to post-pregnancy contraception 
• Potential adverse effects of taking antiretrovirals (ARVs) 
especially in repeat pregnancies of a HIV infected woman. 
• Women's access to care and treatment apart from the MTCT 
intervention. 
• Non-discrimination in provision of antiretrovirals to pregnant 
woman. 
Post-exposure prophylaxis (PEP) Treatment 
Post- exposure prophylaxis (PEP) is an emergency response to possible 
exposure to HIV. PEP consists of medication, diagnostic laboratory tests 
and counselling. PEP should be initiated no later than 72 hours after 
possible exposure to HIV, and should continue for around four weeks. If 
a woman believes she has been exposed to the virus she would need to 
discuss this with a doctor within the possible treatment window period. 
The doctor and the woman would assess the risk and discuss whether 
PEP was needed. The possibly-exposed woman would need to consent to 
testing and treatment. Testing for HIV is necessary since if she is 
already positive, the medication would not be effective. If she is tested 
negative then she should be given the course of medication with advice 
about procedures. She would be tested at intervals over the following 
year to determine if the medication was effective. 
Although PEP has not been conclusively proven to prevent the 
transmission of HIV infection research studies suggest that if medication 
is initiated quickly after the possible exposure no later than 72 hours it 
may be effective. The efficacy of PEP is probably higher if treatment is 
started within the first few hours of exposure and is probably 
progressively reduced if started later. After 48-72 hours, the benefits are 
probably minimal or non-existent and the risk of side-effects associated 
with antiretroviral treatment will outweigh any potential preventive 
benefit. 
Interventions by humanitarian organizations have enabled women in 
some areas to receive medical care, including free post-exposure 
prophylactic drugs to prevent HIV infection, in the immediate aftermath 
of the rape. However, in practice, these services are not available in 
many provinces, particularly to women who live far from health centres 
or in areas of conflict. Sometimes the medicines are just not available. 
Many people still do not know that such care or drugs exist. 
Additionally, the continuing stigma attached to sexual violence and fear 
of coming forward prevents some victims of sexual violence from 
accessing these services. 
Given the relatively low prevalence levels in some communities and the 
low rates of transmission via unprotected sex in certain contexts, some 
doctors have argued that routine PEP is not generally recommended 
though it should be considered in particular cases.^ ^"^ In high prevalence 
countries, the case for a routine offer of PEP becomes more compelling. 
Female - Controlled Preventive Methodologies 
The female condom is a potentially important female-controlled form of 
protection that already is available though at relatively high cost and 
with limited accessibility. Increased development and promotion is 
needed to ensure that more women have access to this option. However 
one very important protective method which is currently under 
development could have a major impact on the protection of women 
within the next decade-microbicides. 
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Microbicides 
A microbicide is a preparation with the capacity to prevent the sexual 
transmission of HIV and other sexually transmitted infections (STIs) 
when applied tropically within the female genital tract. These new 
products could take a number of forms including gels, creams, 
suppositories, films, sponges or rings. The active ingredient(s) could 
function immediately on application or be released slowly from a carrier 
such a sponge or vaginal ring so that it is active over an extended time. 
Significance of microbicides. The key characteristic of a microbicide 
that makes it important for women is that it can be applied by a woman 
prior to sexual contact and would not require the consent of, or action 
by, a male partner. It is male control which makes other methods such as 
condom use so problematic for many women. Research into 
microbicides is continuing into two forms—a microbicide preparation 
which prevents the transmission of infections but permits conception, 
and one which prevents both infection and conception. Even if a 
microbicide is not 100% effective, it could still have the effect of 
preventing large numbers of women from contracting the virus. Dozens 
of candidate microbicides are being tested and five have entered the 
final stages of effectiveness testing. With sufficient public support for 
there development, the first microbicides may be available publicly by 
the end of the current decade.^^'^ 
In many countries, care of those with AIDS-associated illnesses falls to 
mother, grandmothers and daughters working within the home. It is 
unpaid and undervalued. It can threaten the health of the carer and 
widen the suffering caused by the infection by making it increasingly 
difficult for the carer to take part in income generation. The vast 
majority of women and girls who bear the burden of HIV/AIDS receive 
little material or moral support and no training. 
Training and support programmes need to address the circumstances of 
carers; elderly women who face depression and isolation; young female 
carers who will require support for continuing education and 
employment opportunities. Male carers also need support. Governments 
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must address the three dimensions of orphaned families; loss of wages 
and other income due to care-giving duties, illness and death; and costs 
to families of medical care. ^ ^^ ^ 
A RIGHTS - BASED APPROACH TO HIV/AIDS AND THE 
PROTECTION/ EMPOWERMENT OF WOMEN AND GIRLS 
A strategy driven by fear of infection cannot succeed. In the long term, 
success can only come through an approach based on values—the values 
of human rights and human dignity. Let us not forget that the Universal 
Declaration of Human Rights starts by placing dignity first. 
A 'rights-based approach' to public health in general and HIV/AIDS in 
particular, supports sound public health practice by providing additional 
tools to motivate governments to act to achieve public health goals. 
Rights considerations can help facilitate the setting and monitoring of 
public health targets and provide a complementary language to identify 
failures, or incipient failures, of public health programmes. The rights-
based approach also provides links with other social movements that use 
the same language—for example, the women's movement, the struggles 
of indigenous peoples and the movement of people working to protect 
the environment. ^^ ^^  
Human rights are central to all aspects of an effective response to HIV 
and AIDS and have been emphasized in international and national 
programs since the creation of the World Health Organization's Global 
Programme on AIDS in the 1980s. 
A rights-based approach starts from the premise that respect for human 
rights forms a coherent basis for programs to address the pandemic and 
the abuses of human rights contribute to the spread of the virus and 
undermine attempts to contain it. As the Canadian HIV/AIDS Legal 
Network has put it, "When human rights are not promoted and protected, 
it is harder to prevent HIV transmission. When these rights are not 
promoted and protected, the impact of the epidemic on individuals and 
communities is worse". ^^^^ 
The importance of human rights in protecting and promoting health has 
also been recognized within the UN system through the work of the 
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treaty-monitoring bodies, the rights- based work of health-related UN 
agencies such WHO, UNAIDS, UNIFEM and UNFPA, and the creation 
of the posts of UN Special Rapporteurs on the right to health and on 
violence against women. 
HUMAN RIGHTS STANDARD AND HIV/AIDS 
A number of international human rights standards-including those 
agreed to by, and binding on, governments—are relevant to protecting 
women's rights in the context of HIV/AIDS, both in terms of the 
prevention of HIV/AIDS and the response to it. International human 
rights law requires governments to take a range of measures to protect 
the right to the highest attainable standard of health and the right to 
freedom from discrimination, among others. There are other rights 
which are also important to the consideration of HIV, including rights to 
information, to education, to work, to find a family, to enjoy the benefits 
of scientific knowledge and other rights. The relevance of human rights 
standards to HIV/AIDS prevention, treatment and support has been 
elaborated by international consultations on the subject, and independent 
experts within the UN human rights system have also commented on 
women's human rights and HIV/AIDS. 
Standard of Women's Right to Health 
The right to health for everyone was promulgated as a core value of the 
constitution of the World Health Organization at its establishment in 
1946: "The enjoyment of the highest attainable standard of health is one 
of the fundamental rights of every human being." This rights was later 
articulated in a number of international treaties. 
The International Convenant on Economic, Social and Cultural Rights 
1966 at article 12 requires states parties to 'recognize the right of 
everyone to the enjoyment of the highest attainable standard of physical 
and mental health." 
Governments have also made important political commitments to secure 
the right to health of women, including in the Vienna Declaration and 
Programme of Action, as adopted by the World Conference on human 
Rights on 25 June 1993 which recognizes the importance of women's 
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right to enjoy the "highest standard of physical and mental health 
throughout their lifespan." ^^ ^^  
The Convention on the Elimination of All Forms of Discrimination 
Against Women, 1979, calls at article 12 for "States Parties to take all 
appropriate measures to eliminate discrimination against women in the 
field of health care in order to ensure, on a basis of equality of men and 
women, access to health care services, including those related to family 
planning", adding that "States Parties shall ensure to women appropriate 
services in connection with pregnancy, confinement and the post-natal 
period." <^ ^^  
Standard on Women's sexual and reproductive health right 
A number of International agreements and standards address women's 
sexual and reproductive health rights. The Cairo Programme of Action 
adopted at the International Conference on Population and Development 
(ICPD) in 1994, addressed sexually transmitted diseases and the 
prevention of HIV from the perspective of women's vulnerability to the 
epidemic. It also set out key recommendations for addressing HIV 
through reproductive health services. ^^ '^  
Recommended measurers included: increasing efforts in reproductive 
health programmes to prevent, detect and treat STIs and other 
reproductive tract infections; providing specialized training to all 
health-care providers in the prevention and detection of, and counselling 
on STIs, especially infections in women and youth; making information 
and counselling integral components of all reproductive and sexual 
health services; and promoting and distributing high-quality condoms as 
integral components of all reproductive health-care services. 
"Sexuality is a characteristic of all human beings. It is a fundamental 
aspect of an individual's identity. It helps to define who a person is" ^^^^ 
The Special Rapporteur has no doubt that the correct understanding of 
fundamental human rights principles, as well as existing human rights 
norms, leads ineluctably to the recognition of sexual rights as human 
rights. 
The Beijing Declaration and Platform for Action adopted at the Fourth 
World Conference on Women in 1995 stated that "[t]he social, 
developmental and health consequences of HIV/AIDS and other sexually 
transmitted diseases need to be seen from a gender perspective" and to 
"undertake gender-sensitive initiatives that address sexually transmitted 
diseases, HIV/AIDS and sexual and reproductive health issues." *^ *^ 
The Declaration of Commitment agreed at the 2001 UN General 
Assembly Special Session on HIV/AIDS took a small step forward by 
calling on governments to take action to "empower women to have 
control over and decide freely and responsibly on matters related to their 
sexuality to increase their ability to protect themselves from HIV 
infection." ^^ °^  
Sexual rights embrace human rights that are already recognized in 
national laws, international human rights documents and other 
consensus documents. These include the right of all persons—free of 
coercion, discrimination and violence—to the highest attainable 
standard of health in relation to sexuality, including access to sexual and 
reproductive health care services; to seek, receive and impart 
information in relation to sexuality; to have access to sexuality 
education; and other related rights. For sexual rights, as with all rights, 
the responsible exercise of human rights requires that all persons respect 
the rights of others. In practice, women frequently are deprived of the 
realization of many or most of these rights. 
Standard on Violence against women 
The Declaration on the Elimination of Violence against Women (1993) 
calls, at article 4, for states to condemn violence against women and not 
invoke any custom, tradition or religious consideration to avoid their 
obligations with respect to its elimination. States should pursue by all 
appropriate means and without delay a policy of eliminating violence 
against women. 
The Convention of the Elimination of all Forms of Discrimination 
against Women (CEDAW), adopted in 1979, provides for the realization 
of equality between women and men through ensuring women's equal 
access to political and public life as well as to education, health and 
employment. Articles 2,5,11,12 and 16 of the CEDAW Convention 
require the States parties to take action to protect women against 
violence of any kind occurring within the family, at the work place or in 
any other area of social life. General Recommendation 19 of the committee 
which monitors the treaty CEDAW Committee noted that "gender based 
violence impairs or nullifies the enjoyment by women, of human rights and 
fundamental freedoms under general international law or under human 
rights convention's and was a form of discrimination. *^ '^  
Standard on discrimination against women 
The principle of non-discrimination in international human rights law 
attaches to distinctions 'of any kind, such as race, colour, sex, language, 
religion, political or other opinion, national or social origin, property, 
birth or other status'.^^^^ 'Other status' has been interpreted to include 
factors which "can affect individuals' ability to exercise their rights'' 
such as health status HIV/AIDS. The UN Human Rights Committee, and 
the Committee on Economic, Social and Cultural Rights have stated that 
"sexual orientation" can be read into the Convenant's non-
discrimination provisions. 
The Convention on the Elimination of all Forms of Discrimination 
against Women 1979, (CEDAW) calls on States Parties 'to take all 
appropriate measures, including legislation, to modify or abolish 
existing laws, regulations, customs and practices which constitute 
discrimination against women; [Article 2 (f)] to modify the social and 
cultural patterns of conduct of men and women, with a view to 
achieving the elimination of prejudices and customary and [Article 
5(a)]all other practices which are based on the idea of the inferiority or 
the superiority of either of the sexes or on stereotyped roles for men and 
women. 
Article 5 of CEDAW requires the 'elimination of prejudices and 
practices which are based on the idea of the inferiority or the superiority 
of either of the sexes or on stereotyped roles for men and women.' at 
Article 10 states that 'take all appropriate measures to eliminate 
discrimination against women in order to ensure to them equal rights 
with men in the field of education'; and Article 12 states that to 
'eliminate discrimination against women in the field of health care'. 
The Special Rapporteur on the Right to Health, Paul Hunt, has 
underlined the effect of discrimination on gender grounds when 
addressing women's rights to sexual and reproductive health. On the 
basis of above discussion, it is submitted that the - discrimination based 
on gender hinders women's ability to protect themselves from HIV 
infection and to respond to the consequences of HIV infection. The 
vulnerability of women and girls to HIV and AIDS is compounded by 
other human rights issues including inadequate access to information, 
education and services necessary to ensure sexual health; sexual 
violence; harmful traditional or customary practices affecting the health 
of women and children (such as early and forced marriage); and lack of 
legal capacity and equality in areas such as marriage and divorce. 
Standard on the Right of the Child 
The Convention on the Rights of the Child 1989, article 24 requires 
governments to: "recognize the right of the child to the enjoyment of the 
highest attainable standard of health and to facilities for the treatment of 
illness and rehabilitation of health". 
The committee on the Rights of the Child issued two General Comments 
in 2003. Firstly General Comment three HIV/AIDS and the Rights of the 
Child sought to strengthen the identification and understanding of all the 
human rights of children in the context of HIV/ AIDS; promote the 
realization of human rights of children in the context of HIV/AIDS; 
identify measures and good practices to increase the level of 
implementation by the states of rights related to the prevention of 
HIV/AIDS and the support, care and protection of children infected with 
or affected by this pandemic; contribute to the formulation and 
promotion of child oriented action and policy at national and 
international level. ^^ ''^  
The second General Comment number four, on adolescent health and 
development - urged States parties, in a paragraph on HIV and 
adolescents, to: 
(a) develop effective prevention programmes, including measures to 
change cultural views about adolescents need for contraception 
and STI prevention, and to address cultural and other taboos 
surrounding adolescent sexuality; 
(b) adopt legislation to combat practices that either increase 
adolescents risk of infection or contribute to the marginalization 
of adolescents who are already infected with STIs or HIV/ AIDS; 
(c) take measures to remove all barriers hindering the access of 
adolescents to information, preventive measures such as condoms 
and care, ^ ^^ ^ 
The committee also stated that discrimination against adolescents on the 
basis of sexual orientation or HIV status is not acceptable. 
Standard on international cooperation 
All UN member states are obliged to take joint and separate action for 
the purposes of achieving universal respect for and observance of human 
rights and fundamental freedoms for all without distinction. ^^ ^^  
The Universal Declaration of Human Rights states that "everyone, as a 
member of society is entitled to realization, through national effort and 
international cooperation and in accordance with the organization and 
resources of each State, of the economic, social and cultural rights 
indispensable for his dignity and the free development of his 
personality".^'^^ Article 2 of the International Covenant on Economic, 
Social and Cultural Rights calls for "each state party to take steps, 
individually and through international assistance and co-operation, 
especially economic and technical, to the maximum of its available 
resources, with a view of achieving progressively the full realization of 
the rights recognized in the present Covenant by all appropriate means, 
including particularly the adoption of legislative measures." 
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The UNGASS Declaration of Commitment, the Millennium Declaration 
and Development Goals and the establishment of the Global Fund to 
Fight AIDS, Tuberculosis and Malaria all reflect a commitment to an 
international engagement on health, and particularly HIV/AIDS. 
HUMAN RIGHTS STATEMENTS, DECLARATIONS AND 
GUIDELINES RELATING TO HIV/AIDS 
A number of international agreements, statements and standards relate 
specifically to human rights in the context of HIV / AIDS. 
In 1996 UNAIDS and the Office of the United Nations High 
Commissioner for Human Rights (UNHCHR) convened an International 
Consultation on HIV/AIDS and Human Rights in Geneva in 1996. This 
meeting adopted the International Guidelines on HIV/AIDS and Human 
Rights which were endorsed by the UN Commission on Human Rights in 
1997. In 2002, following a further consultation, a revised Guideline 6: 
Access to prevention, treatment, care and support was adopted, 
providing up-to-date policy guidance based on current international law 
and best practice at country level. 
The Millennium Declaration^^^^ and Millennium Development Goals 
2000 ^^ \^ which represent a "road map towards the implementation of 
the United Nations Millennium Declaration", elaborates eight goals with 
measurable targets for the international community to achieve by 2015 
and calls on nations to among other things "promote gender equality and 
empower women" (Goal 3) and to "combat HIV/AIDS, malaria and 
other disease" (Goal 6). 
The Declaration of Commitment adopted by the UN General Assembly 
Special Session on HIV/AIDS (UNGASS) in 2001, referred to previous 
international and regional commitments made on HIV/AIDS. It stated 
"that gender equality and the empowerment of women are fundamental 
elements in the reduction of the vulnerability of women and girls to 
HIV/AIDS" and called, for the "empowerment of women to have control 
over and decide freely and responsibly on matters related to their 
sexuality to increase their ability to protect themselves from HIV 
infection". 
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The Global Reference Group on HIV/AIDS and Human Rights provides 
expert commentary and recommendations to UNAIDS; many NGOs, 
including those bringing together women and men living with 
HIV/AIDS, regularly contribute expert refinement of human rights 
analysis; UN Special Reporters on the Right to health and violence 
against women have both made specific reference to the gender 
dimension of HIV/AIDS"/*"^ and other important sources of 
interpretation of UN standards make important points for the protection 
of the rights of women and girls in the context of HIV/AIDS. 
The International Guidelines on HIV/AIDS and Human Rights form a 
sound basis to ensure that the full range of human rights, including those 
outlined above, are at the heart of an effective and accountable response 
to HIV / AIDS. 
RECOMMENDATIONS BY AMNESTY INTERNATIONAL 
Amnesty International urges governments to address the specific 
recommendations ^^ '^  listed below. 
In all aspects of the objectives listed which follow, governments should 
draw on the expertise and experience of women and men living with 
HIV/AIDS 
• Listen to, and support, organizations of women living with HIV / 
AIDS and associated support networks. Respond to suggested HIV 
policies and recommendations on strategies, campaigns and laws 
addressing HIV/AIDS. Ensure that funding is made available to 
this end. 
• Support actively the principle of greater involvement of people 
living with HIV in the development and implementation of anti-
HIV programs including education, outreach, prevention and 
service provision. 
Address violence against women in the homey in the community 
• Promote a culture of opposition to all forms of violence against 
women and girls, using the media, and involving men in 
addressing gender stereotypes and discriminatory values and 
norms which increase the risks faced by both women and men. 
Organize public education campaigns on the rights of women and 
girls and encourage the public to bring cases of sexual violence to 
the police. 
Provide counselling services for girls and women who have 
experienced rape and other sexual violence to address their 
trauma, and mitigate long-term physical and mental consequences. 
Where it is needed, ensure the provision of free and accessible 
post-exposure prophylaxis (PEP) to survivors of rape within 72 
hours of the assault. 
Review existing sexual offences laws to ensure that they meet 
international standards and offer adequate protection to women 
and girls. 
Recruit and train more women police officers and women 
members of the judiciary to increase the number of women able to 
exercise a professional role in cases of violence against women 
and girls. 
Ensure that all allegations of sexual abuse are treated seriously 
and properly investigated, including through the use of competent 
forensic programs. 
Develop mechanisms within the investigation and judicial 
processes to ensure the full protection of victims and witnesses 
from intimidation and reprisals. 
Prosecute men who rape or sexually abuse women or girls and 
punish those found guilty in line with the seriousness of the 
crime. Ensure that courts make it clear that sexual violence is 
always unacceptable. 
Ensure that women who are at greater risk of violence, such as 
women known to be living in violent relationships and women 
who may face sexual violence in their work, such as sex workers, 
are adequately protected. 
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Address violence against women during armed conflict 
Military forces 
• Ensure that military forces are aware of relevant international 
standards governing the conduct of hostilities, such as the Geneva 
Conventions, and that they are given particular instruction on the 
prohibition against gender-based violence. 
• Undertake gender-sensitive training of members of all armed 
forces, in all ranks, to ensure that they do not commit, condone or 
acquiesce in acts of sexual violence including rape. 
• Hold military commanders accountable for full investigation of 
allegations of sexual abuse by their personnel, make public the 
outcome of investigations, and ensure that appropriate reparations 
are provided to survivors. 
• Prosecute combatants alleged to be responsible for such abuses 
and bring to justice those found guilty in line with the gravity of 
the crime. 
• Stop supporting armed groups responsible for violence against 
women 
• Condemn publicly all forms of violence against women committed 
by such armed groups. 
• End the provision of any logistical, financial or military 
assistance to governments or armed groups responsible for 
violence against women and use their influence over armed 
groups to stop further abuses. 
Fight stigma and discrimination 
Ratify and implement core human rights treaties to protect all 
citizens including those living with HIV 
• Ratify the United Nations Convention on the Elimination of All 
Forms of Discrimination Against Women (CEDAW) and its 
Optional Protocol and other core instruments. 
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• Ensure that policies, programmes and laws are compatible with 
the UNAIDS guidelines on HIV/AIDS and human rights. HIV 
should not be used as an excuse to restrict rights such as the right 
to marry and establish a family. 
Address women's poverty and lack of economic independence and 
strengthen women's rights 
• Ensure poverty reduction strategies address economic and social 
discrimination against women which undermines the achievement 
of the underlying determinants of health impedes the 
implementation of an effective public health policy and which 
makes the fight against HIV/AIDS more difficult. 
• Protect and promote women's rights to property and to inheritance 
on the death of a father or male spouse. Undertake legislative and 
community reform of traditional customs which are harmful to 
women such as wife inheritance. 
• Review marriage laws to ensure that they do not contribute to the 
violation of girls' rights and do not contribute to exposing them to 
a higher risk of HIV. 
Strengthen education programs for girls and women 
• Promote girl's education and women's literacy through economic 
measures to ensure girls stay at school. 
• Make equal access to primary and secondary education for girls a 
priority. 
• Ensure that the education curriculum challenges gender 
stereotypes: support literacy education for adult women. 
• Implement a program of health education for marginalised women 
who may not have access to mainstream information. 
Prevention, treatment and care 
Promote the use of condoms as a protection against HIV 
• Promote awareness of, education about, and availability of male 
and female condoms for effective use by both men and women. 
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• Increase access to male and female condoms and the negotiation 
skills to use them effectively. Subsidise the costs of condoms. 
• Encourage cheaper production of male and female condoms. 
Take steps to improve the sexual and reproductive health of women 
and men 
• Take steps to bring about an end to child marriages and coercive 
marriages or other forms of unequal sexual relationship between 
young girls and much older men through education, community 
dialogue and legislative means. 
• Enable women and men to use condoms within sexual 
relationships by ensuring their availability and by encouraging 
men and women to discuss condom use. 
• Ensure that adolescent girls and women have the knowledge and 
means to prevent HIV infection though active promotion of basic 
health information on HIV/AIDS and other STIs, tackling 
disempowering stereotypes of female behaviour, and increasing 
women's access to financial support and economic independence. 
• Expand sexual and reproductive health services. Increase training 
of healthcare providers to provide HIV/AIDS treatment and 
prevention. 
• Involve women and men living with HIV/AIDS in peer sexual and 
reproductive health education on HIV. 
Ensure funding for a comprehensive approach to HIV/AIDS 
Ensure programs focusing on the prevention, treatment, community-
based care, and health educational aspects of HIV/AIDS are funded and 
supported. Initiatives to prevent gender-based violence and to strengthen 
respect for women's human rights should also be encouraged. 
Ensure that the gender dimension of HIV is built into all policies 
Review HIV/AIDS policies from a perspective of gender to ensure that 
all forms of gender discrimination are eliminated and women's human 
rights are protected and promoted. 
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Introduce measures to limit the harm done to injecting drug users 
Increase awareness of the risks associated with needle-sharing and 
ensure a harm reduction policy is put in place to protect women and men 
who use drugs. This could involve ensuring that drug users have access 
to clean needles and an environment where they can inject safely. 
Expand voluntary counselling and testing services and protect 
confidentiality 
Ensure universal access to voluntary and confidential counselling and 
testing for HIV in a form that protects confidentiality, minimises stigma 
and discrimination and avoids giving rise to gender-based violence. 
Support home-based carers 
Provide training, counselling, and psychosocial support to home-based 
carers and volunteers. Protect caregivers who face a heavy burden of 
looking after family members who are sick or dying from AIDS-related 
illnesses or children orphaned by HIV/AIDS. 
International assistance and cooperation 
Global funding initiatives on HIV/AIDS 
• Support the Global Fund to Fight AIDS, Tuberculosis and Malaria 
by ensuring government contributions match the need. 
• Include HIV/AIDS projects within the scope of funding by 
national bilateral aid programs. 
• Bearing in mind the links between poverty and ill-health, ensure 
that government commitments to the Millennium Development 
Goals relating to poverty are met. 
The international community -
• Pressure all parties to armed conflicts to ensure immediate 
cessation of sexual violence against women and girls. 
• Halt all arms transfers and supplies of military, security and 
police equipment or training, as well as any logistical or financial 
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assistance, to governments or armed groups responsible for 
violence against women and girls. 
• Provide strong political and financial support to the Global Fund 
to Fight AIDS, Tuberculosis and Malaria. 
• Provide funding and technical support for measures that 
contribute to the protection and fulfillment of the rights to health, 
food and education of people living with HIV / AIDS and their 
families. 
• Alleviate the debt burden that siphons scarce resources from 
impoverished countries with transparent and accountable plans for 
addressing poverty and combating HIV/AIDS. 
• Support the work of local independent media, human rights 
defenders and activists working to foster a climate in which 
human rights can flourish. 
RECOMMENDED ACTIONS 
Actions to be taken by Governments, the United Nations and civil 
society, as appropriate 
1- Empowerment of women 
(a) The rapid progression of the HIV / AIDS pandemic, particularly 
in the developing world, has had a devastating impact on women. 
The unequal power relationships between women and men, in 
which women often do not have the power to insist on safe and 
responsible sex practices, and lack of communication and 
understanding between women and men on women's health needs, 
inter alia, endanger women's health, particularly by increasing 
their susceptibility to sexually transmitted infections, including 
HIV/AIDS; 
(b) Responsible behaviour and gender equality are among the 
important prerequisites for its prevention; 
(c) The sexual health and rights of women of all ages is an essential 
part in efforts to promote women's empowerment, bearing in mind 
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that women and girls are disproportionately affected by HIV/ 
AIDS and in this context, further promote the advancement and 
empowerment of women and women's full enjoyment of all human 
rights, including the right to development and to empower women 
to have control over and decide freely and responsibly on matters 
related to their sexuality in order to protect themselves from high 
risk and irresponsible behaviour leading to sexually transmitted 
infections, including HIV/AIDS as well as access to health 
information and education, health care and health services which 
are critical to increase the ability of women and adolescents to 
protect themselves from HIV infection; 
(d) Focus national and international policies towards the eradication 
of poverty in order to empower women to better protect 
themselves from the spread of the pandemic and to more 
effectively deal with the adverse effects of HIV/AIDS; 
(e) Reaffirm the equal rights of women and the girl child infected and 
affected by sexually transmitted infections HIV/ AIDS to have 
access to health, education and social services and to be protected 
from all forms of discrimination, stigma, abuse and neglect; 
(f) Reaffirm the human rights of girls and women to equal access to 
education, skill training and employment opportunities as a means 
to reduce their vulnerability to sexually transmitted diseases 
HIV/AIDS; 
(g) Urges Government should take all necessary measures to 
empower women and strengthen women's economic independence 
and protect and promote full enjoyment of all human rights and 
fundamental freedoms in order to allow women and girls to better 
protect themselves from sexually transmitted infections. 
(h) Strengthen concrete measures to eliminate all forms of violence 
against women and girls, including harmful traditional and 
customary practices, abuse and rape and trafficking in women and 
girls, which aggravate the conditions fostering the spread of HIV / 
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AIDS, through, the enactment and enforcement of laws, as well as 
public campaigns to combat violence against women and girls; 
(i) Take steps to create an environment, to promote all human rights, 
compassion and support for people infected/affected by 
HIV/AIDS, including through introducing and reviewing 
legislation with a view to striving to remove discriminatory 
provisions and provide the legal framework that will protect the 
rights of people living with HIV/AIDS, particularly of women and 
girls, and enable those who are vulnerable to have access to 
appropriate voluntary and confidential counselling services and to 
encourage efforts to reduce discrimination and stigmatization; 
(j) Take measures to promote and implement women's equal access 
to and control over economic resources, including land, property 
rights, right to inheritance, regardless of their marital status in 
order to reduce the vulnerability of women in the context of the 
HIV / AIDS epidemic; 
(1) Provide women and girls, including those in marginalized groups, 
with equal access to quality education, literacy programmes, 
health care and health services, social services, skills training and 
employment opportunities, and support capacity-building and the 
strengthening of women's networks and protect them from all 
forms of discrimination, including racial discrimination, stigma, 
abuse and neglect in order to reduce their risk and vulnerability to 
HIV/ AIDS and alleviate the impact on those infected and affected 
by HIV/AIDS. 
2- Prevention 
(a) Governments, intergovernmental and non-governmental 
organizations, individually and collectively, should make efforts 
to place, combating HIV/ AIDS, as a priority on the development 
agenda and to implement multi-sectoral and decentralized 
effective preventive strategies and programmes, especially for the 
most vulnerable populations, including women, young girls and 
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infants, also taking into account prevention of mother-to-child 
transmission; 
(b) Governments, with the assistance of relevant United Nations 
agencies, funds and programmes, must adopt a long-term, timely, 
coherent and integrated AIDS prevention policy, with public 
information, life skills-based educati-on programmes specifically 
tailored to the needs of women and girls adapted to their social 
cultural context and sensitivities and the specific needs in their 
life cycle; 
(c) Intensify efforts to determine the best policies and programmes to 
prevent women and young girls from becoming infected with 
HIV/ AIDS, taking into account that women, in particular young 
girls, are socially, physiologically and biologically more 
vulnerable than men to sexually transmitted infections; 
(d) Take measures to integrate, a family-based approach in 
programmes aiming at providing prevention, care and support to 
women and girls infected and affected by HIV/ AIDS; as well as 
take measures to integrate a community-based approach in 
policies and programmes aiming at providing prevention, care and 
support to women and girls infected and affected by HIV/ AIDS: 
(e) Ensure equal and non discriminatory access to accurate, 
comprehensive information, to prevention education on 
reproductive health, and to voluntary testing and counselling 
services and technologies within a culture and gender sensitive 
framework and with particular emphasis on adolescents and young 
adults; 
(f) Encourage all forms of media to promote non-discriminatory and 
gender sensitive images and a culture of non-violence and of 
respect of all human rights, and particularly women's rights, in 
addressing HIV/AIDS; 
(g) Encourage active involvement of men and boys through, youth-led 
and youth-specific HIV education projects and peer-based 
programmes, in challenging gender stereotypes and attitudes as 
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well as gender inequalities in relation to HIV and AIDS, as well 
as their full participation in prevention, impact alleviation and 
care. Design and implement programmes to encourage and enable 
men to adopt safe and responsible sexual and reproductive 
behaviour and to use effectively methods to prevent unwanted 
pregnancies and sexually transmitted infections, including 
HIV/AIDS; 
(h) Intensify especially in the most affected areas, education, 
services, community-based mobilization and information 
strategies to protect women of all ages from HIV/AIDs and other 
sexually transmitted infections, including through the 
development of safe, affordable, effective and easily accessible 
female-controlled methods, including such methods as 
microbicides and female condoms that protect against sexually 
transmitted infections and HIV / AIDS, as well as voluntary and 
confidential HIV testing and counselling and the promotion of 
sexually responsible behaviour, including abstinence and condom 
use; 
(i) Strengthen sustainable, efficient and accessible primary health 
care systems which serve to support prevention efforts; 
(j) Special attention should be given to the prevention of HIV. 
particularly with regard to mother-to-child transmission and for 
victims of rape - on the basis of informed consent and voluntary 
and confidential testing, counselling and treatment - including 
through ensuring access to care and improving the quality and 
availability of affordable drugs and diagnostics, especially anti-
retroviral therapies, and by building on existing efforts, with 
special attention given to the issue of breast feeding; 
(k) Strive to ensure that schools at all levels, other education 
institutions, and non-formal systems of education play a leading 
role • in preventing HIV infection, preventing and combating 
stigmatization and discrimination through the provision of an 
environment free of all forms of violence, that promotes 
compassion and tolerance, and provide gender-sensitive 
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education, including on responsible sexual behaviour, and 
practices, life skills and behaviour change; 
(1) Work together with civil society, including traditional, 
community, religious leaders to identify the customary and 
traditional practices that adversely influence gender relations, and 
to eliminate those practices that increase the vulnerability of 
women and girls to HIV/AIDS. 
3- Treatment, care and support 
(a) Request Governments to ensure universal and equal access for 
women and men throughout their life cycle, to social services 
related to health care, including education, clean water and safe 
sanitation, nutrition, food security and health education 
programmes, especially for women and girls living with and 
affected by HIV/ AIDS, including treatment for opportunistic 
diseases; 
(b) Care and support for people living with HIV/ AIDS, particularly 
women and girls, should have a comprehensive approach 
involving medical, social, psychological, spiritual and economic 
needs, targeting the community and national level; 
(c) Collaborate to strengthen efforts to create an environment and the 
conditions necessary, with the assistance of relevant United Nations 
agencies, funds and programmes and intergovernmental and non 
governmental organizations upon request, to address the challenges 
faced by women and girls infected and affected by HIV/ AIDS, 
particularly orphans and widows, girls and older women who may 
also be primary caregivers for people living with HIV/AIDS, all of 
whom are particularly vulnerable to both economic and sexual 
exploitation; provide them with the necessary economic and psycho-
social support and encourage their economic independence through 
income-generating programmes and other methods; 
(d) Provide support for the implementation of special programmes for 
the growing problems of children orphaned by AIDS, especially 
girls who may easily become victims of sexual exploitation. 
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4- Enabling environment for regional and international 
cooperation 
(a) Calls upon the international community, relevant agencies, funds 
and programmes of the United Nations system and 
intergovernmental and non-governmental organizations to 
intensify their support of national efforts against HIV/AIDS, 
particularly in favour of women and girls, including efforts at 
providing affordable anti-retroviral drugs, diagnostics and drugs 
to treat tuberculosis and other opportunistic infections; 
strengthening health systems including reliable distribution and 
delivery systems; implementation of a strong generic drug policy; 
bulk purchasing; negotiation with pharmaceutical companies to 
reduce prices; appropriate financing systems; and encouragement 
of local manufacturing and import practices consistent with 
national laws and international agreements, and particularly where 
the epidemic is severely setting back national development gains; 
(b) Take action to eradicate poverty which is a major contributory 
factor for the spread of HIV infection and worsens the impact of 
the epidemic, particularly for women and girls, as well as 
depleting resources and incomes of families and endangering the 
survival of present and future generations; 
(c) Ensure international, regional cooperation, including development 
assistance and additional adequate resources to implement gender-
sensitive policies and programmes aimed at halting the spread of 
the epidemic in providing affordable quality treatment and care of 
all people, especially women and girls living with HIV/ AIDS; 
(d) Ensure that the needs of girls and women in relation to HIV/ 
AIDS in all situations of conflict, post-conflict, peace-keeping 
and in the immediate and reconstructive responses to emergencies 
and natural disasters are addressed. 
(e) Provide technical and financial support to networks of people 
living with HIV/AIDS, NGOs and community based organizations 
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involved in implementing HIV/AIDS programmes, particularly women's 
groups, in order to strengthen their efforts; 
(f) Adopt a balanced approach to prevention and comprehensive care, 
including treatment and support, for women and girls affected by 
HIV/AIDS, taking into account the role played by poverty, poor 
nutritional conditions and underdevelopment which increases 
vulnerability of women and girls to HIV/AIDS. 
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HIV/AIDS IN INDIA: THE RISING MEN A CE 
Since 1981, when the first AIDS cases were identified in the United 
States followed by Africa the next year, there has been a growing 
understanding of the HIV/AIDS epidemic's trajectory and the toll it has 
taken across the globe. Over time, refinements in methodology, 
increased data availability, and growing knowledge about the natural 
history of HIV disease, necessitate revisions in HIV estimates. In 2007 
there has been another major revision in the data, compared to prior 
published figures. Better data also provide a clearer picture of trends 
over time. The latest estimates from UNAIDS and the WHO indicate 
that between 2001 and 2007. '^^  
• The number of people living with HIV/AIDS globally rose from 
29 million in 2001 to 33.2 million in 2007, due to continuing 
new infections, people living longer with HIV, and general 
population growth; 
• The global prevalence rate (the percent of the population with 
HIV) leveled over this period at 0.8%; 
• Annual deaths increased from 1.7 million in 2001 to 2.1 million 
in 2007, but have declined in the last couple of years due in part 
to antiretroviral treatment scale up; 
• New HIV infections are believed to have peaked in the late 
1990s, and declined between 2001 and 2007 from 3.2 million to 
2.5 million. The decline is attributable to natural trends in the 
epidemic itself and to prevention efforts. Still, in 2007, there 
were more than 6,800 new HIV infections each day; ^ ^^  
• Women represent half of all people living with HlV/AlDS, as 
they have since the mid-1990s; 
• HIV is among the leading causes of death worldwide and the 
number one cause of death in sub-Saharan Africa; 
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• Most people with HIV are unaware that they are infected. 
These most recent trends, represent significant revisions by 
UNAIDS/WHO based largely on improved methodology and better data 
availability from countries over time, and include significant reductions 
between 2006 and 2007 compared to previously published estimates. For 
example, the current estimate of the number of people living with 
HIV/AIDS is a reduction of 6.3 million from last year's published 
estimate. Most of the reduction (70%) is explained by revisions to 
prevalence estimates in India and five sub-Saharan Africa countries. 
Both incidence and mortality estimates are impacted by these changes 
and also reflect an increase in the estimated survival time for a person 
living with HIV (increasing from 9 to 11 years). 
GLOBAL HIV/AIDS ESTIMATES 2007 
The latest statistics on the world epidemic of AIDS &HIV were 
published by UNAIDS/WHO in November 2007, and refer to the end of 
2007. 
Estimate Range 
People living with HIV/AIDS 33.2 million 30.6-36.1 million 
Adults living with HIV/AIDS 30.8 million 28.2-33.6 million 
Women living with HIV/AIDS 15.4 million 13.9-16.6 million 
Children living with HIV/AIDS 2.5 million 2.2-2.6 million 
People newly infected with HIV 2.5 million 1.8-4.1 million 
Adults newly infected with HIV 2.1 million 1.4-3.6 million 
Children newly infected with HIV 0.42 million 0.35-0.54 million 
AIDS deaths 2.1 million 1.9-2.4 million 
Adults AIDS deaths 1.7 million 1.6-2.1 million 
Child AIDS deaths 0.33 million 0.31-0.38 million 
• More than 25 million people have died of AIDS since 1981. 
• Africa has 12 million AIDS orphans. 
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• 
• 
At the end of 2007, women accounted for 50% of all adults living 
with HIV worldwide, and for 61% in sub-Saharan Africa. 
Young people (under 25 years old) account for half of all new 
HIV infections worldwide. 
• In developing and transitional countries, 7.1 million people are in 
immediate need of life-saving AIDS drugs; of these, only 2.15 
million (28%) are receiving the drugs. 
HIV/AIDS IN INDIA: AN OVERVIEW 
India is one of the largest and most populated countries in the world, 
with over one billion inhabitants. Of this number, it's estimated that 
around 2.5 million people are currently living with HIV. ^^^ India's HIV 
epidemic is not yet contained and prevention in populations most at risk 
needs to be enhanced and expanded. The purpose of this chapter is to 
criticially analyse the HIV/AIDS epidemic in India and to discuss 
strategies to deal with this growing epidemic. The crisis of HIV/AIDS is 
a threat to the country where poverty, illiteracy and poor health are rife. 
The spread of HIV presents a daunting challenge. 
At the beginning of 1986, over 20,000 were reported AIDS cases 
worldwide ^^\ but India had no reported case of HIV or AIDS.*^^ There 
was recognition, though, that this would not be the case for long, and 
concerns were raised about how India would cope once HIV and AIDS 
cases started to emerge. A report, published in a medical journal in 
January 1986, stated: 
"Unlike developed countries, India lacks the scientific laboratories, 
research facilities, equipment, and medical personnel to deal with an 
AIDS epidemic. In addition, factors such as cultural taboos against 
discussion of sexual practices, poor coordination between local health 
authorities and their communities, widespread poverty and malnutrition, 
and a lack of capacity to test and store blood would severely hinder the 
ability of the Government to control AIDS if the disease did become 
widespread." ^^^ 
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Later in the year, India's first case of HIV was diagnosed among sex 
workers in Chennai, Tamil Nadu. It was noted that contact with foreign 
visitors had played a role in initial infections among sex workers, and as 
HIV screening centres were set up across the country there were calls 
for visitors to be screened for HIV. Gradually, these calls subsided as 
more attention was paid to ensure that HIV screening was carried out in 
blood banks. ^^ ' 
In 1987 a National AIDS Control Programme was launched to 
coordiante national responses. Its activities covered surveillance, blood 
screening, and health education. ^^^ By the end of 1987, out of 52,907 
who had been tested, around 135 people were found to be HIV positive 
and 14 had AIDS. Most of these initial cases had occurred through 
heterosexual sex, ^^^ but at the end of the 1980s, a rapid spread of HIV 
was observed among injecting drug users in Manipur, Mizoram and 
Nagaland—three north-eastern states of India boardering Myanmar 
(Burma). '^^ ^ 
At the beginning of the 1990s, as infection rates continued to rise. 
responses were strengthened. In 1992 the government set up NACO (the 
National AIDS Control Organization), to oversee the formulation of 
policies, prevention work and control programmes relating to HIV and 
AIDS. '^^ ^ In the same year, the government launched a Strategic Plan 
for HIV prevention. This plan established the administrative and 
technical basis for programme management and also set up State AIDS 
bodies in 25 states and 7 union territories. It was able to make a number 
of important improvements in HIV prevention such as improving blood 
safety. 
By this stage, cases of HIV infection had been reported in every state of 
the country. '^^ ^ Throughout the 1990s, it was clear that although 
individual states and cities had separate epidemics, HIV had spread to 
the general population. Increasingly, cases of infection were observed 
among people that had previously been seen as 'low-risk', such as 
housewives, a richer member of society. '^^ ^ In 1998, L.N. Nath stated 
that; 
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"HIV infection is now common in India; exactly what the prevalence is, 
not really known, but it can be stated without any fear of being wrong 
that infection is widespread, it is spreading rapidly into those segments 
that society in India does not recognise as being at risk. AIDS is coming 
out of the closet." "^^ ^ 
In 2001, the government adopted the National AIDS Prevention and 
Control Policy. During that year, Prime Minister Atal Bihari Vajpayee 
addressed parliament and referred to HIV/AIDS as one of the most 
serious health challenges facing the country. The Prime Minister also 
met the chief ministers of the six high-prevalence states to plan the 
implementation of strategies for HIV/AIDS prevention. *'^ ' 
CURRENT ESTIMATES OF HIV/AIDS IN INDIA 
In 2006UNAIDS estimated that there were 5.6 million people living 
with HIV in India, which indicated that there were more people with 
HIV in India than in any other country in the world.^'^^ However, NACO 
disputed this estiamte, and claimed that the actual figure was lower/'^' 
In 2007, using a more effective surveillance system, UNAIDS and 
NACO agreed on a new estimate—between 2 million and 3.6 million 
people living with HIV. This puts India behind South Africa in number 
living with HIV. '^^ ^ 
In terms of AIDS cases, the most recent estimate comes from August 
2006, which states that the total number of AIDS cases reported to 
NACO was 124,995. Of this number, 29% were women, and 36% were 
under the age of 30. These figures are not accurate reflections of the 
actual sitution though, as large numbers of AIDS cases go unreported.*'^* 
UNAIDS in December 2007 global summary of the AIDS epidemic 
reported that total 33.2 million people live with the deadly HIV/AIDS 
virus. Overall, around 0.36% of India's population is living with HIV. 
*^ °* While this may seem a low rate, India's population is vast, so the 
actual number of people living with HIV is remarkably high. There are 
so many people living in India that a mere 0.1% increase in HIV 
prevalence would increase the estimated number of people living with 
HIV by over half a million. 
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The national HIV prevalence rose dramatically in the early years of the 
epidemic, but a study released at the beginning of 2006 suggests that the 
HIV infection rate has recently fallen in southern India, the region that 
has been hit hardest by AIDS. ^^ '^  In addition, NACO has released 
figures suggesting that the overall rate of new HIV infections in the 
country is slowing. It is claimed that this decline is the result of 
successful prevention campaigns, which have led to an increase in 
condom use. 
A section of AIDS activists are doubtful of the suggestion that the 
situation is improving, though, Anjali Gopalan of the Naz Foundation, 
states that, "It is the reverse. All the NGOs now have recorded increases 
in the number of people accepting help because of HIV. I am really 
worried that we are just burying our head in the sand over this." 
Peter Plot, Executive Director of UNAIDS, stresses that; "the statement 
that India has the AIDS problem under control is not true. There is a 
decline in prevalence in some of the Southern states in the rest of the 
country, there are no arguments to demonstrate that AIDS is under 
control. ^"^ 
India is facing a rise in the number of people living with HIV/AIDS. 
The growth of HIV, unless contained, could have serious consequences 
for India's development. The priority is to build on those successes by 
increasing prevention coverage of high-risk groups to saturation level, 
enhancing access and uptake of care and treatment services, ensuring 
systems and capacity for evidence—based programming, and building 
in, on country's technical and managerial capacity. 
HIV/AIDS IN INDIA: A CRITICAL ANALYSIS 
The human immunodeficiency virus (HIV), which causes acquired 
immunodeficiency syndrome (AIDS), is the leading infectious cause of 
adult deaths in the world. Given the scale of the epidemic, HIV/AIDS is 
now considered not only a health problem, but also a developmental and 
security threat. Even if a cure is found tomorrow, the toll of death and 
suffering by 2010 will far exceed any other recorded human catastrophe. 
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any other previous epidemic, natural disaster, war, or incident of 
genocide violence. 
India is experiencing rapid and extensive spread of HIV. This is 
particularly worrisome since India is home to a population of over one 
billion. As a single nation it has more people than the continents of 
Africa, Austrialia, and Latin America combined. The situation is graver 
in states like Tamil Nadu, Maharashtra, Andhra Pradesh and Karnataka. 
A report by the World Bank released at the 16"^  International AIDS 
Conference says that India is home to 60 per cent of South Asia's HIV 
patients. The NACO and UNAIDS paint a contrasting pictures of 
HIV/AIDS estimates in India. According to the UNAIDS 2006 report, 
out of an estimated 46 million people living with HIV worldwide, 5.7 
million people are living with the virus in India, more than any other 
country in the world. NACO's projections shows that by the end of 2005 
there were 2.5 million people were infected by HIV. The UNAIDS 
statistics reveals that India is the most infected country surpassing South 
Africa. Mr. Ramadoss, the Union Health Minister, renounces the 
UNAIDS claims and asserts that India stands next to South Africa in 
terms of number of people living with HIV/AIDS.^ '^*^ These figures 
make it very difficult to ascertain the exact status of AIDS cases in 
India. It is unfortunate that even after more than a decade of existence of 
the National AIDS Control Organisation (NACO), the nation is still 
debating the accuracy of the HIV/AIDS statistics. It seems that instead 
of addressing the issues of primary concerns, NACO is involving itself 
more in trivial cases of data projections and collections. The much-
needed treatment, healthcare and infrastructural development has taken a 
back seat in the current strategies and policies of NACO. As Peter Plot, 
the Director of UNAIDS, in an interview with Associated Press rightly 
said, "At the recent meetings in India, I heard great speeches, but as for 
action, zero." 
In 2007, using a more effective surveillance system, UNAIDS and 
NACO agreed on a new estimate-between 2 million and 3.6 million 
people living with HIV/AIDS thus putting India believed South Africa 
and Nigeria in member living with HIV. 
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Soon after reporting of the first HIV/AIDS cases in the country in 1986. 
the government launched a National AIDS Control Programme in 1987. 
The programme stressed on surveillance, screening of blood and blood 
products, and health education. By this time, the HIV/AIDS had already 
attained an epidemic status in the African region and was rapidly 
spreading in other parts of the world. Realizing the intensity of the 
epidemic, the Government of India, with the support of the World Bank, 
established the National AIDS Control Organization in 1992 to enhance 
the ongoing programmes. The same year that NACO was established, 
and the government launched a National AIDS Control Project under 
which State AIDS Control Societies were set up. The purpose of the 
setting up of State AIDS bodies was to carry out NACO's AIDS control 
Programmes. NACO's initial efforts were to control sexually transmitted 
diseases, to promote condom use, to provide testing, counselling, care 
and support for people with HIV/AIDS, to conduct surveillance, and 
minimizing harm of injecting drug users, to provide blood safety and 
blood products and supporting research and product development. 
Unfortunately, these efforts remain a dead letter as no serious steps were 
taken for effective implementation. Even the prime HIV/AIDS control 
measure, like making HIV screening mandatory in all blood banks, was 
initited only due to the landmark Surpreme Court directive in 1996. 
Still after more than two decades of HIV/AIDS in India, the issues and 
concerns remain unaddressed, NACO's initiatives were inadequate in 
combating the new millennium pandemic and are focused mainly on 
urban populations rather than rural. Its reluctance to intervene in 
prevention efforts in rural areas has in a way increased the 
epidemicityas the rural populations are more vulnerable and a large 
proportion of the Indian population resides in these areas. The epidemic 
is gradually getting concentrated in rural areas with 58 per cent 
infections being reported form villages. According to Dr. Meenakshi 
Datta Ghosh, HIV/AIDS is no longer affecting only high-risk groups on 
urban populations, but is gradually spreading into rural areas and the 
general population.^^^^ One can also fmd an interesting dichotomy in 
State response in terms of HIV/AIDS awareness programmes. The 
government run awareness programmes are more concentrated in urban 
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areas as compared to rural areas. Thus there is increasing susceptibility 
and lack of community participation in HIV/AIDS prevention 
programmes. NACO's commitment in dealing with children and women 
living with HIV/AIDS is quite dismal as there are no specific guidelines 
for the treatment, care, and support of HIV positive children and 
women. As per UNAIDS 2006 report, approximately 700,000 children 
became infected with HIV and 95 per cent of children got the infection 
from their mothers. The report also reveals an alarming increase in the 
number of women with HIV/AIDS, reflecting the greater vulnerability 
of women to HIV/AIDS, especially in the rural areas. There are about 16 
lakh women, aged 15 and above, living with HIV. Despite these 
burgeoning statistics, NACO's responses are far short of meeting the 
demands and in their policies, women and children with HIV remain a 
neglected face. 
It is submitted that the AIDS control mechanisms are not well integrated 
with the basic public health care infrastructural facilities. Surveillance 
of HIV/AIDS is the weakest link in the health infrastructure and 
preventive strategy. HIV/AIDS surveillance has been always accorded 
low priority in national planning and resource alloction causing 
discrepancies in surveillance mechanisms. The result in inappropriate 
epidemiological data is causing confusions in policy planning vis-a vis 
policy failure. Epidemiological data remains a major weakness affecting 
policy planning and even today tell us virtually nothing about what is 
happening in the rural areas. At the same time, there are discrepancies in 
the surveillance facilities between the more urbanized and less 
urbanized States. The more urbanized States like Maharashtra, Tamil 
Nadu and Karnataka have greater concentration of facilities and 
technical skills helping them to determine the number of cases while in 
the case of less urbanized States like Bihar, UP and Rajasthan these 
testing facilities are much lacking. Thereby, HIV/AIDS cases in thse 
States always go unnoticed. In 2003 both Dr. R. Feachem, the then 
Executive Director of the Global Fund to Fight AIDS, and Dr. 
Meenakshi Datta Ghosh as a Project Director of NACO, in separate 
interviews stated that the epidemic is moving into the general 
population.^^^^ Even many surveillance data suggested the same but 
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unfortunately found no takers. Making the situation worse NACO in 
their prevention policies completely neglected the general population 
and dinged on to approach that the epidemic is limited to high-risk 
groups such as sex workers, drug users and truck drivers as targeting 
them is the best strategy. 
The low status accorded to both prevention and facilities for diagnosis 
and treatment in rural India is also one of the major reasons for where 
we are today on the AIDS epidemic map. The supply of anti-retroviral 
drugs in villages is erratic. Unfortunately, these issues and voices 
remain relatively unheard. So even 20 years after the entry of AIDS, the 
issues here remain just as they were. Public health systems are virtually 
ineffective and therefore seeking treatment is difficult and most villages 
have no access to these treatment facilities.^^'^ In general, India;s ART 
treatment rate at the present stage is also dismal. The UNAIDS 2006 
report says that only seven per cent of Indians who needed antiretroviral 
drug thereby actually received it and a meager number of 1.6 per cent of 
pregnant women, who needed treatment to prevent mother-to-child HIV 
transmission, are receiving it. Even as per official estimates of the 5.5. 
million people living with HIV, only 60,000 are on thse drug. Of these, 
only 30, 000 are being measures fell flat is Supreme Court, when 
hearing a bunch of PILs, the Court found that against the target of 
giving ART to one lakh people by 2005 only 33,000 have got the 
medication by the same year. Later the policy makers in NACO in a 
more unfortunate way shifted the target year to 2007. the simplest and 
most effective preventive measure like condom promotion was not taken 
on a massive scale; sidelining this intrinsic care, NACO invested time, 
resource and energyin organizing conferences, seminars, which are 
unreachable to the majority of the HIV/AIDS patients. A case in point is 
India's anxiousness to host the International AIDS Conference in 2012. 
for which the preliminary preparatory work has commenced on a war 
footing. This gives an impression that the government is more serious in 
flourishing the tourism industry rather than spending a few bucks on 
most affordable prevention measures like condom promotion. 
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Last but not the least, insufficient budgetary allocation and HIV 
discrimination strains many preventive efforts. This is evident from the 
previous experiences where NACO was allotted a meager $ 38 million 
of the government's own funds over the 1999-2004 period. Social 
reaction to people with HIV/AIDS in India further fuels up the crisis. 
The negative attitudes from health care professionals and responsible 
institutions have further worsened the situation. For instance, in Orrisa a 
young HIV+ couple committed suicide after being ostracized by their 
locality and surprisingly the State AIDS Cell's anti discrimination unit 
claims ignorance about the episode.^^^^ Similarly in another instance the 
Orisa State AIDS Cell was completely unaware of the killing of a youth 
by his community members in Puri as he was HIV+. Such cases are 
alarmingly proliferating in various parts of the country. To check this 
injustice NACO is yet to come up with a concrete legislation. The 
proposed draft Bill against HIV/AIDS discrimination, which was 
initiated in 2002, is still under consideration of our lawmakers. The lack 
of such legislation till date raises questions on the seriousness of the 
government's commitment and strategies. 
THUS far India has struggled to curb the AIDS epidemic and it is high 
time that we should initiate measures to overcome the weaknesses and 
drawing appropriate lessons from other successful countries like Brazil, 
Thailand, Combodia, Uganda and Senegal. Here Brazil's case is 
important and unique because of the similar socio-economic and 
political set up it shares withlndia and India can emulate the Brazilian 
model. First, Brazil has enacted a law which ensures HIV+ people and 
others having opportunistic infections, the right to free access to 
treatment. Secondly, a strong relationship between the government and 
civil society groups, including the Catholic Church, has reduced the 
stigma and discrimination associated with the virus thereby allowing the 
government to work swiftly. Thirdly, an innovative and mass campaign 
on condom promotion resulted in incredible increase in condom use 
among the general population. This strategy is believed to be one of the 
most important factors in bringing down the AIDS cases. Fourthly, 
greater emphasis on treatment and care further proved effective in 
preventing the spread of the virus. As a result, the AIDS cases in Brazil 
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dropped to 620,000 cases/^^^ which is far less than previous records. It 
seems that our policy makers perceive the new millennium pandemic 
just as a health problem rather than a politico - economic threat or 
national problem. However, Brazil and other successful countries 
conceive HIV/AIDS as a national malady. It is true to some extent that 
there is simply no substitute for state action but at the same time it 
would be unfair to shift the burden of action or inaction on the state 
alone. We should also recognise the importance of collective 
commitment between individual and the state as a pactor for an effective 
fight against AIDS as reflected in Brazil's case. Finally, we should be 
less defensive about the issues and statistics, rather more effensive in 
actions and interventions. We should recognise that there is a global 
commitment in combating HIV/AIDS and it is time to act and deliver to 
all. 
THE HIV/AIDS POSITION IN THE MOST EFFECTED STATES 
OF INDIA 
The vast size of India makes it difficult to examine the effects of HIV on 
the country as a whole. The majority of states within India have a higher 
population that most African countries, so a more detailed picture of the 
crisis can be gained by looking at each state individually. 
The HIV prevalence data for most states is established through testing 
pregnant women at antenatal clinics. While this means that the data are 
only directly relevant to sexually active women, they still provide a 
reasonable indication as to the overall HIV prevalence of each area. ' ' ° ' 
Data for six states are also available from a survey of the general 
population. ^^ '^  
The following states have recorded the highest levels of HIV prevalence 
at antenatal and sexually transmitted disease (STD) clinics over recent 
years. 
Andhra Pradesh 
Andhra Pradesh in the southeast of the country has a total population of 
around 76 million, of which 6 million live in or around the city of 
Hyderabad. The HIV prevalence at antenatal clinics was around 2% in 
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both 2004 and 2005—higher than in any other state—while the general 
population prevalence was 0.97% in 2005-2006. The vast majority of 
infections in Andhra Pradesh are believed to result from sexual 
transmission. HIV prevalence at STD clinics was 22.8% in 2005. 
Goa 
Goa is very small state in the southwest of India, and is best known as a 
tourist destination. Tourism is so prominent that the number of tourists 
almost equals the resident population, which is about 1.3 million. The 
HIV prevalence at antenatal clinics was found to be above 1% in both 
2002 and 2004, but was 0.5% in 2003 and 0% in 2005. This variation is 
likely due to the small number of women tested; the 2005 survey 
included only two antenatal sites. Prevalence at STD clinics was 14% in 
2005, indicating that Goa has a serious epidemic of HIV among sexually 
active people.^^^^ 
Karnataka 
Karnataka—a diverse state in the southwest of India—has a population 
of around 53 million. In Karnataka the average HIV prevalence at 
antenatal clinics has exceeded 1% in all recent years. Among the general 
population, 0.69% were found to be infected in 2005- 2006. Districts 
with the highest prevalence tend to be located in and around Bangalore 
in the southern part of the state, or in northern Karnataka's "devadasi 
belt". Devadasi women are a group of women who have historically 
been dedicated to the service of gods. These days, this has evolved into 
sanctioned prostitution, and as a result many women from this part of 
the country are supplied to the sex trade in big cities such as Mumbai.*^'' 
The average HIV prevalence among female sex workers in Karnataka 
was 18% in 2005. 
Maharashtra 
Mumbai (Bombay) is the capital city of Maharashtra state and is the 
most populous city in India, with around 20 million inhabitants. 
Maharashtra is a very large state of three hundred thousand square 
kilometres, with a total population of around 97 million. The HIV 
prevalence at antenatal clinics in Maharashtra has exceeded 1% in all 
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recent years, and survey of female sex workers have found rates of 
infection above 20%, Very high rates are also found among injecting 
drug users and men who have sex with men. The 2005-2006 survey 
found an infection rate of 0.62% in the general population of 
Maharashtra. 
Tamil Nadu 
When surveillance systems in the southern India state of Tamil Nadu, 
home to some 62 million people, showed that HIV infection rates among 
pregnant women were rising—tripling to 1.25% between 1995 and 
1997—the State government acted decisively. Funding for the Tamil 
Nadu State AIDS Control Society (TANSACS), which had been set up 
in 1994, was significantly increased. ^^ '*^  Along with non-governmental 
organisations and other partners, TANSACS developed an active AIDS 
prevention campaign. This included hiring a leading international 
advertising agency to promote condom use for risky sex in a humorous 
way, without offending the many people who do not engage in risky 
behaviour. The campaign also attacked the ignorance and stigma 
associated with HIV infection. 
The HIV prevalence at antenatal clinics in Tamil Nadu was 0.88% in 
2002 and 0.5% in 2005, though several districts still have rates above 
1%. The general population survey of 2005-2006 found a rate of 0.34% 
across the state. Prevalence among injecting drug users was 18% in 
2005. Tamil Nadu had reported 52,036 AIDS cases to NACO by July 
2005, which is by far the highest number of any state. 
Manipur 
Manipur is a small state of some 2.2. Million people in the northeast of 
India. The nearness of Manipur to Myanmar (Burma), and therefore to 
the Golden Triangle drug trail, has made it a major transit route for drug 
smuggling, with drugs easily available. HIV prevalence among injecting 
drug users is above 20%, and the virus is no longer confined to this 
group but has spread further to the female sexual partners of drug users 
and their children. ^ The HIV prevalence at antenatal clinics in 
Manipur has exceeded 1% in all recent years. The 2005-2006 survey 
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found that 1.13% of the general population was infected—the highest of 
all states surveyed. 
Mizoram 
The small northeastern state of Mizoram has fewer than a million 
inhabitants. In 1998, an HIV epidemic took off quickly among the 
state's male injecting drug users, with some drug clinics registering HIV 
rates of more than 70% among their patients. In recent years the average 
prevalence among this group has been much lower, at around 5%. HIV 
prevalence at antenatal clinics has exceeded 1% in most recent years, 
but was 0.88% in 2005.^^^^ 
Nagaland 
Nagaland is another small northeastern state, with a population of two 
million, where injecting drug use has again been the driving force 
behind the spread of HIV. In 2005, the HIV prevalence at antenatal 
clinics was 1.63%, and the rate among injecting drug users was 4.51%. 
Based on the revised estimates, the adult HIV Prevalence in 2006 is 
estimated to be 0.36% (0.27%-0.47%) at the all India level. Estimated 
HIV prevalence is greater among males (0.43%) than among females 
(0.29%) and Andhra Pradesh adult HIV prevalence is greater than 1% in 
Manipur (1.67%), Nagaland (1.26%) and Andhra Pradesh (1.05%). 
Karnataka, Maharashtra and Tamil Nadu have shown adult prevalence 
less than 1%. Mizoram and Goa have an estimated adult HIV prevalence 
as high as 0.70-0.80% each, close to the HIV prevalence is some of the 
high burden states. Pondicherry and Gujarat also have an estimated adult 
HIV prevalence of around 0.5%.^ ^^^ 
The total number of people Living with HIV/AIDS (PLWHA) in the country 
is estimated to be 2.47 million (2.0-3.1 million). The highest number of 
PLWHA are in Andhra Pradesh and Maharashtra, with nearly 0.5 million 
PLWHA each. Along with Tamil Nadu and Karnataka, the four south Indian 
states contribute 63% of all PLWHA in the country. Though Manipur and 
Nagaland have the highest HIV prevalence in the country, due to small 
population size, the estimated number of PLWHA in these two states is 
around 25,000. Overall, the six high prevalence states contribute 65% of all 
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PLWHA in the country. Apart from these high prevalence states, West 
Bengal, Gujarat and Uttar Pradesh have higher burden of the epidemic with 
greater than 0.1 million PLWHA in each of these states.^ ^*^ Similarly, the 
states of Kerala, Bihar, Rajasthan, Orissa, Chhattisgarh, Madhya Pradesh and 
Haryana have around 50,000 PLWHA each though the HIV prevalence in 
these states is low. 
THE GROUPS MOST AFFECTED BY THE DEADLY VIRUS 
The people living with HIV in India are incredibly diverse, as many 
would not be considered to be members of 'high-risk groups'. 
Nonetheless, it is possible to identify certain populations that face a 
proportionately greater risk than others. These risk groups include sex 
workers, injecting drug users, truck drivers, migrant workers and men 
who have sex with men. 
Sex Workers 
Sex work is very widespread in India, and occurs on a much larger scale 
than in many other countries. Women often get involved as a result of 
poverty, marital break-up, or because they are forced into it. Although 
sex work is not strictly illegal in India, associated activities—such as 
running a brothel is illegal. The government has plans to introduce 
stricter legislation in regard to sex work, a move that has been opposed 
by organised sex worker groups who claim that such legislation would 
just push the trade underground and make it harder to regulate. It would 
also make it more difficult to reach sex workers with information about 
HIV, at a time when misinformation about AIDS among this group is 
rife—for instance, a national study suggests that 42% of sex workers 
believe that they can tell whether a client has HIV on the basis of their 
physical appearance. ^^ ^^  
In Mumbai, which has a larger brothel-based sex industry than any other 
area of India, HIV prevalence among sex workers has not fallen below 
44% since 2000. ^^^^ 
Another area where sex workers are heavily affected by the epidemic is 
city of Mysore, in Karnataka, southern India. Around 26% of sex 
workers in Mysore are living with HIV -a situation that is unsurprising 
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given that only 14% of sex workers in the city use condoms consistently 
with clients, and 91% never use condoms during sex with their regular 
partners. In comparison, 80-90% of sex workers in Tamil Nadu state 
report condom use, which correlates with a relatively low HIV 
prevalence of 9%.^'*'^ 
One way in which authorities are trying to tackle the epidemic among 
sex workers in Mysore is through a 'smart card' scheme. Sex workers 
are provided with cards that contain their medical details, which must be 
presented at a health check up at least once every three months to 
remain valid. On the condition that these appointments are attended, the 
card can be used to get discounts for food and clothes in certain shops. 
As well as encouraging sex workers to look after their health, this 
initiative raises sex worker's self-esteem by integrating them into 
mainstream culture. This can help them to take a firm stand on condom 
use when negotiating with clients. 
Sonagachi project has been one of the most successful initiative named 
after the district of central Kolkata (Calcutta) where it is based. This 
project was started in 1992, with the aim of reaching out to sex worker 
communities and helping them to overcome HIV on their own terms. Its 
approach is based around three R's: Respect, Reliance and Recognition/ 
Respecting sex workers, relying on them to run the program, and 
recognising their professional and human rights. "^^^^  Sex workers have 
been trained to act as peer-educators, and sent to brothels to teach others 
abut HIV and AIDS, and the importance of using condoms with clients. 
The campaign also addresses the social and practical barriers that 
prevent sex workers from using a condom. Madams and pimps are 
educated about the economic benefits of enforcing condom use in their 
brothels, and police have been persuaded to stop raiding brothels, 
because such raids often resulted in sex workers losing income, making 
them less likely to insist on condom use. ^'^^^ 
By helping to put sex workers in a position where they can respond to 
their own needs, the Sonagachi project has achieved impressive results. 
Between 1992 and 1995, condom use among sex workers rose from 27% 
to 82%. By 2001, it was 86%.^''^ The project continues to have an 
impact, with HIV prevalence among sex workers in the area falling from 
11% in 2001 to les than 4% by 2004/"*^^ The Sonagachi project has 
become internationally famous for its achievements, and the UN has 
used the project as a 'best practice' model for other sex worker projects 
around the world. It is crystal clear that "Sonagachi project" has also 
created awareness among the people. 
Injecting Drug Users 
Nationally, HIV prevalence among injecting drug users appears to have 
declined slightly in recent years, from 13% in 2003 to 10% in 2005. 
However, transmission through injecting drug use is still a major driving 
factor in the spread of HIV in India. This is particularly the case in the 
north-eastern states of India, such as Manipur, where the HIV 
prevalence among injecting drug users has been consistently high in 
recent years. '-'^^^ Injecting drug use is also a major problem in urban 
areas outside the north, such as Mumbai, Kolkata and Chennai. 
The alarming levels of infection occurring through needle-sharing have 
implications that extend beyond networks of drug users. Some of those 
who inject drugs are also sex workers or truck drivers, and many are 
sexually active, which can result in infection being passed on to their 
partners. Experts have argued that there is need to be more information 
aimed at both injecting drug users and their sexual partners. 
The Indian government's approach to drug use is based around law-
enforcement and prosecution, with very little done in terms of treating 
drug users or helping them to stop using drugs. Harm reduction—a 
method of HIV prevention that has been successful in other countries, 
which acknowledges that drug use occurs and seeks ways to reduce HIV 
transmission in this context—has not been adopted in the government's 
drug policies. '^*^ ^ Some states, however, such as Manipur, have adopted 
their own harm reduction policies and consider that, Harm reduction is 
the urgent, practicable and feasible HIV prevention method among 
Injecting Drug Users and their sex partners. 
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In the majority of Indian states, though, tough regulations on drug users 
make it hard to reach this group with HIV messages, and to survey how 
they are being affected by the epidemic. 
Truck Drivers 
India has one of the largest road networks in the world, involving 
millions of drivers and helpers. Truck drivers spend long periods of time 
away from home, and it is common practice for them to have relations 
with sex workers while on the road 24-34% of truck drivers in various 
surveys have reported engaging in sex with commercial sex workers. 
Sometimes, this occurs at roadside 'dhaba', which act as both brothels 
and hotels for truck drivers. In other cases, drivers stop to pick up 
women by the side of the road, and transport them to another area after 
they have had sex with them. Both truck drivers and sex workers move 
from area to area, often unaware that they are infected with HIV. 
There is no entertainment. It is day-in day-out driving. When they stop, 
they drink, dine and have sex with women. Then they transfer HIV from 
urban to rural settings. 
There have been a number of major HIV/STI prevention projects aimed 
at truckers, many of which have aimed to promote condom use. Some of 
these projects include not just truckers, but also other stakeholders such 
as gas station owners and employees. A specific example from Mumbai 
is the AIDS Workplace Awareness campaigns, which is mandatory and 
which targets the drivers at the regional transport authority, where the 
drivers get their licenses renewed annually. ^'^^^ 
Other campaigns have targeted the wives and partners of truck drivers, 
who often become infected when their partner returns home after a long 
absence. Yet as the testimony of one woman in Vijayavada 
demonstrates, these campaigns do not always manage to reach those at 
risk. According to her, "My husband is a truck driver and I got HIV 
through him. I had never heard of HIV or condoms before that and 
because I can't read, I couldn't understand any of the posters or 
banners." ^^°' 
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There are signs that some efforts to prevent HIV among truck drivers 
have been successful. For example, a recent survey of truck drivers in 
Tamil Nadu—carried out after an HIV prevention program-found that 
the proportion of drivers who reported engaging in commercial sex 
declined from 14% in 1996 to 2% in 2003. Of those who did report 
having commercial sex, the proportion that had not used a condom the 
last time they did so fell from 45% to 9%.^ '^^  
Men Who Have Sex with Men 
Sex between men is highly stigmatised in India and is not openly talked 
about, making it easy for people to underestimate how commonly it 
occurs. Studies have shown that sexual activity between men is 
relatively common in both urban and rural areas of India, although it is 
illegal. 
In India, as elsewhere, many men who have sex with men (MSM) do not 
consider themselves homosexual, and a large number have female 
partners. A large study in Andhra Pradesh found that 42% of MSM in 
the sample were married, that 50% had sexual relations with a woman 
within the past three months and that just under half had not used a 
condom. ^^ ^^  As such, unprotected sex between men can also present a 
risk to any women that they may subsequently have sex with. 
The stigma surrounding MSM, and the fact that their lifestyles are 
criminalised, makes it hard for both the government and NGOs to reach 
them with information about HIV. Outreach workers as peer educators 
working with MSM have frequently been harassed by police, and in 
some cases arrested. In 2001, four members of the Naz Foundation Trust 
(an Indian NGO that works with MSM and other groups affected by 
HIV) were jailed for 47 days after police raided their offices. Arif Jafar 
(Naz Foundation) states his experience, "I was arrested for promoting 
homosexuality. The leaflets we use for our outreach work were dubbed 
obscene. The police claimed that the replica of a penis used to 
demonstrate the proper use of condoms was actually a sex toy!" 
Since conditions are so restrictive, there is little information available to 
MSM in India. Because so many MSM also have heterosexual 
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relationships, there is a high chance that rising levels of infection among 
MSM in India will aggravate the epidemic among the general 
population. ^"^ 
Migrant Workers 
Large numbers of Indians have moved around within India, to 
neighbouring countries or overseas, in order to work. In some parts of 
India, three out of four households include a migrant. 
"Being mobile in and of itself is not a risk factor for HIV infection. It is 
the situations encountered and the behaviours possibly engaged in 
during mobility or migration that increase vulnerability and risk 
regarding HIV/AIDS". ^^ '^ ^ 
In many cases, migration does not change an individual's sexual 
behaviour, but leads them to take their established sexual behaviour to 
areas where there is a higher prevalence of HIV. ^^ ^^  For some, though, 
migration does change their sexual behaviour. Long working hours, 
isolation from their family and movement between areas may increase 
the likelihood that an individual will become involved in casual sexual 
relationships, which in turn may increase the risk of HIV transmission. 
Cultural and language barriers can also make it harder for workers to 
access health services and information about sexual health when they 
are away from their home communities. 
NATIONAL RESPONSE TO HIV/AIDS 
Shortly after reporting the first AIDS case in 1986, the Government of 
India came up with the National AIDS Control Programme (NACP) 
which was managed by a small unit within the Ministry of Health and 
Family Welfare. The programme's principal activity was then limited to 
monitoring HIV infection among high risk populations in select urban 
areas. 
In 1991, the strategy was revised to focus on blood safety, prevention 
among high-risk population raising awareness in the general population, 
and improving surveillance. A semi-autonomous National AIDS Control 
Organization (NACO), was established under the Ministry of Health and 
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Welfare to implement this program. This "first phase" of the National 
AIDS Control Program was from 1992-1999. It focused on initiating a 
national commitment, increasing awareness and to address safety. It 
achieved some of its objectives, notably an increased awareness. 
Professional blood donors were banned by law. Screening of donated 
blood became almost universal by the end of this year. However, 
performance across states remained variable. By 1999, the programme 
had also established decentralized mechanism to facilitate effective 
state-level responses, although substantial variation continued to exist in 
the level of commitment and capacity among states. Whereas states such 
as Tamil Nadu, Andhra Pradhesh, and Manipur demonstrated a strong 
response and high level of political commitment, many other states, such 
as Bihar and Uttar Pradesh, have yet to reach these levels. 
The second phase of the NACP began in 1999 to March 2006.^ ^^^ Under 
this phase, it continued to expand the program at the state level. Greater 
emphasis has been placed on target interventions for high-risk groups, 
preventive interventions among the general population, and involvement 
of NGOs and other sectors and line departments, such as education and 
transport. Capacity and accountability at the state level continues to be a 
major issue and has required constant support. Interventions need to be 
scaled up to cover a higher percentage of the population. Monitoring and 
evaluation of such preventive intervention needs further strengthening. 
The Government has done away with the classification of states based 
on prevalence to avoid inducing complacency among states catering low 
prevalence, and has since focused on the vulnerability of states, hence 
creating a sense of obligation on states. 
In brief, while the government's response has scaled up markedly over 
the last decade, major emphasis remain in raising the overall 
effectiveness of state-level programs, expanding the participation of 
public as well as private sector, and increasing safe behavior and 
reducing stigma associated with HIV positive people in the general 
population. 
The Government of India is currently in the early stages of third phase 
of the AIDS Control Program (NACP 3), for which a multi-disciplinary 
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design team has been constituted the preparation. The design ot NACP 3 
envisages a complex consultative process including consultations with 
various national stakeholders, as well as international development 
partners. 
NATIONAL AIDS CONTROL PROGRAMME PHASE III: A 
SOCIO-POLITICAL DISASTER IN MAKING 
There cannot be and should not be two views on the need for India to 
implement an effective HIV/AIDS Programme to prevent this deadly 
disease and provide specific attention and assistance to those already 
afflicted. But the National Aids Control Programme-Phase III (NACP-
III) quietly launched by the National Aids Control Organisation (NACO) 
in May 2007, raises enormous disquiet on several scores. Foremost is 
the nature of the predominant substantive content of a $2.5 billion 
NACP-III World Bank plus donors backed investment Plan, further, the 
haste and casualness of clearances. 
NACP-III clearly evidences a lack of awareness at the highest quarters 
of Indian policy-making of the complex socio-political implications of 
its proposed large scale countrywide 'Targeted Interventions' (TI) 
programme concentrated on 'High Risk' popultions both euphemisms 
for a strategy that normalizes high risk sex behaviour and which is based 
on research evidence being contested as weak at best, manipulated at 
worst. Surreptitiously built through the largely externally funded and 
externally driven National Aids Control Programme Phases I and II. TIs 
are now centre stage primed with lush funding in Phase-Ill. Further, this 
time India is spending very considerable government funds on NACP-III 
Rs. 2860 crores through direct financial allocation in the Rs. 11.585 
crore-investment plan (besides unquantified diversion of scare 
human/material state resources) at the cost of much else needed to be 
done in India's grim public health scenario. This approach also goes 
against the grain of India's considered health policies promising 
integrated health services as it seeks to implement HIV/AIDS work 
through a further enlarged vertical structure whose past performance and 
supervision has been well critiqued by the government's own audit and 
accountability institutional systems - the Comptroller and Auditor 
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General (CAG) and Public Accounts Committee (PAC) as leaving much 
to be desired/^^^ Why and how this is happening are questions that need 
to be vigorously raised and answers demanded. 
Indeed it is to be recognized that HIV/AIDS is one of the most critical 
political indeed, civilisational issues of our times. The strategic 
paradigm selected to deal with this deadly disease and resources heavily 
biased for its implementation, determine not just the sought after public 
health outcome but inter alia impact and shape the social world view and 
lifestyle of society as a whole. HIV/AIDS deals with the most 
controversial intimate aspects of human existence, power and gender 
relationships. Consequently, it is a powder-keg ready to explode if left 
unattended; but no less explosive if tackled wrongly. This makes it 
imperative that the right strategies are chosen to tackle HIV/AIDS, so 
that they do not backfire and derail the programme as happened with the 
misguided efforts to achieve accelerated family planning in the 
seventies, this time, with even deadlier consequences likely. There is 
reason to fear that we are forgetting history and would rue for long the 
mistakes being made today. 
NACP-II officially closed on March 31, 2006 the original five year 
project (1999-2004) having run through its two year extension period. 
At the time of the NACP-II closure, the World Bank aid to India's 
health sector stood suspended as five health sector projects, including 
Reproductive and Child Health (RCH-I), were under investigation for 
corruption, since verified in a number of instances.^^^^ Interestingly, the 
World Bank did not include in its further scrutiny theSecond National 
HIV/AIDS Control Project, although this was also identified amongst 
'projects at risk', flagging that its Procurement Support Agency (PSA) 
Hindustan Latex Ltd., was already charged in the World Bank 
investigation on RCH-I, it had received $ 206 million credit and a 
successor project was scheduled to come up for World Bank clearance in 
the coming months.^ ^^^ Earlier the CAG had already documented issues 
with yet another PSA such as irregular award of contracts for 
refrigerators, deep freezers that did not match technical specifications. 
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other infructuous expenditure, including purchase of Rs. 60 lakhs worth 
ofdefective HIV test kits/^°^ 
Another interesting development to note is that as NACP-II officially 
ended there was a virtual global media blitz highlighting findings of a 
survey claiming evidence of HIV decline in youth in Soth India and 
linking this with effective NACP-II, TI strategies/^'^ Meanwhile, 
NACP-III remained shrouded in secrecy for the general Indian public 
beyond NACO's claimed 'wide consultations with civil society'. 
NACP-III Strategy and implementation Plan and the supporting research 
for its formulation could only be obtained from NACO through a 
protracted Right to Information battle/^^^ 
NACP-III was approved in May 2007 by the Cabinet Committee on 
Economic Affairs (CCEA). This was shortly after the World Bank Board 
cleared a $ 250 million credit loan on April 26, 2007, curiously in the 
midst of the World Bank's acute presidential turmoil, although there 
still remain then, as now, a significant gap in donor's commitments 
towards the full proposed $ 2.5 billion investment, earlier waited to be 
filled. 
Thereafter, the Ministry of Health moved, and in turn, the CCEA 
approved the overall Rs. 11, 585 crore investment Plan, committing Rs. 
2860 crores as direct GOL contribution, amounting to nearly 25 per cent 
of the total investment and 42 per cent of committed funding so far.'^ ^* 
Rs. 11, 585 crore is a five fold increase over the NACP-II investment 
with NACP-III seeking mainly to intensify and upscale the NACP-II 
strategies. Curiously again, the CCEA did not choose to wait even the 
few weeks needed for the NACP-II end evaluation report well underway 
at the time to assess whether strategies being intensified and upscaled 
merited such faith. Nor, again curiously, did the CCEA brother about the 
HIV estimates figures, mired at the very time of clearances in 
considerable media controversy. 
CCEA ignored HIV estimates, it blandly directed mid course 
incorporation of recommendations, if any from the NACP-II end 
evaluation; sidestepped the estimation controversy; approved the 
investment plan and committed the GOI's whopping Rs. 2860 crores 
upfront of which Rs. 2031 crores is for condoms alone; Rs. 418 crores 
for NACO to increase its already 800 strong force with 1300 posts, 1200 
contractual assignments and vertical district units.^ "^^ ^ All under a 
government committed to downsize and integrate health services! 
Not disputing the acute need for HIV prevention and management, there 
remains the serious point of contention on how this is best done and on 
what the resources go. Ironically, the WB's own analytic assessment in 
the appraisal document reveals that: 
"In the last two years of NACP-II, domestic expenditure by GOI already 
averaged nearly $ 55 million a year and amounted to 32 per cent of total 
public health expenditure and 4.75 per cent of the total GOI expenditure 
on health. It constituted 76 per cent of expenditure on all central disease 
control programmes put together."^^^^ 
With further five fold increase of the NACP-III, budget over NACP-II, 
the World Bank admits that this significant scalling up of expenditure on 
HIV/AIDS may affect resources available for diseases such as 
tuberculosis, malaria, leprosy and other vector-borne diseases, but 
anticipates increasing health budgets for other diseases with which 
HIV/AIDS proportion of public health expenditure could downturn to 23 
per cent of the public health expenditure by the end of NACP-III. ^^ '^ 
Within weeks of the NACP-III clearance a drastically revised HIV 
infection burden is announced. The expert review group is convened 
only in the wake of NACP-III approval. This is part of the strategy. 
So with NACP-III instituted NACO-finally convened the review to 
examine data know to the organization for a year for more and presto! 
HIV estimates are halved India is now estimated to have two to 3.1 
million HIV infected, 2.5 million median figure.^ ^^^ 
Thereafter, Union Health Minister Anbumani Ramadoss and NACO 
officials go on a media-blitz emphasizing lowered figures do not 
minimize the challenge and assuring there will be no budget cuts in 
NACP-III following drastic curtailment of problem size, simply more 
money available to do more, better, for fewer number.^^^^ 
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Let us see what is this precious Plan for which India, while receiving a 
pittance it does not need, takes the unprecedented step fo compromising 
national sovereignty, political capital and intellectual capability by 
foreswearing inherent rights to prevent, interfere with implementation, 
waive, amend or abrogate the agreed Plan in any way. The public needs 
to know why and how such unprecedented steps have been taken. What 
are the pressing reasons for which the authorities well cognisant of the 
possibility of much lower estimates existing disregarded the same to 
hastily sign and bind the nation to such an emasculating clause? 
Table II of NACP, gives Core Indicators for Monitoring NACP-III, for 
Achievements of Targets by End of Project (2012) approved by the 
CCEA, together with Table III presenting the summary of financial 
requirements in the NACP-III Strategy and implementation document 
provide a clear portrait of the Planmade 'Sacred.' 
As table-II shows, NACP-III aims to cover one million 'Commercial Sex 
Workers' (CSW) and their clients; contact 1.5 million 'Men Having Sex 
with Men' (MSM) and 0.19 million 'Intravenous Drug Users" (IDU). 
The financial break up of this TI approach further reveals that while 
1260 TIs- to cover 0.60 million CSW, contact 0.90 million MSM and 
0.14 million IDU will be through Government Budgetary Support, 
another 840 TIs to cover 0.40 million CSW and their clients, contact 
0.60 million MSM and 0.05 million IDU- are to be orgnised and 
implemented through Extra Budgetary Support.^^^^ These comprise the 
major targets for the external aid component and so obviously absorb the 
bulk of Rs. 3500 crores placed outside government budgeting. So, same 
of the sleaziest activities to be conducted in India will be funded from 
foreign sources and outside budgetary purview. 
Closely linked to the enormous funding for TI operational targets the 
hinge of NACP-III are issues of the veracity of the high risk estimates 
on which they are based, as also the coverage already claimed to have 
been achieved under NACP-II 
The Report of the Expert Group on Size Estimation of High Risk Groups 
for NACP-III secured only under the RTI offers fascinating insights on 
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the number estimation. It dismisses as 'crude estimates' the figures 
arrived at by NACP-II funded 'mappings' research, a key task and 
output indicator of TI implementation in NACP-II, on which each State 
spent Rs. 5-15 lakhs per exercise/'"^ Then through untested assumptions 
and macro extrapolations from micro mini studies, range estimates 
instead of point estimates, self selection of high end range processes 
uncannily similar to those earlier utilized in making the HIV infection 
estimates that now stand drastically downscaled high risk person 
estimates escalate dizzily. 
The independent Evaluation of NACP does make a mild admission on 
surveillance and estimations that, there is limited detail on how the sizes 
of the risk groups are obtained.^^^^ This is about the major paradign and 
key operational thrust of NACP-III and the Independent Evaluation team 
has limited detail available. 
Half the TIs are to be through newly created Community Based 
Organisations (CBO). The existing regulatory practices for NGOs 
/CBOs to demonstrate a track record of a minimum three years service 
are being waived for CBOs created under NACP-III. Further, one time 
costs are to be given to such newly set up organizations, together with 
generous fixed annual costs irrespective of numbers, plus more variable 
numbers linked recurring costs. These are not small sums: Rs. 2.5 lakh 
for one time cost; Rs. 11 lakhs annual fixed costs (besides slightly 
higher variable annual recurring costs—for each formation of 800-1200 
'high risk' persons^''^^ With such munificence far from available to 
others tackling hunger and destitution, it needs to be asked: are we 
tackling HIV/AIDS or putting a premium on high risk behaviour through 
such well heeled approaches, which given the nature of the work and the 
ambiguity on the actual numbers lie open to misuse. 
The remarkably skeletal Key indicators listed by the WB's project 
document to track the project development objectives of the WB support 
to NACP-III well focus the unfolding agenda and illuminate the source 
of strength of the, sex worker networks, just as TIs became the password 
in NACP-III. The WB will now monitor the NACP-III success by. 
percentage of female who report using a condom with their most recent 
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client, percentage of male sex workers who report using a condom with 
their most recent client, percentage of injecting drug users who have 
adopted behaviours that reduce transmission of HIV, that is, who avoid 
both sharing injecting equipment during the last month and who report 
using a condom with their most recent sexual partner; and number of 
people with advanced HIV infection receiving anti retroviral 
combination therapy/^^^ 
International donors and the national establishment alike have made 
NACO and the NACP efforts, a holy cow, to be fed, fussed and fattened 
with no questions asked. Few dare to query the over funded, under 
performing HIV/AIDS prevention initiative. 
NACP funding for NGOs started out with a relatively modest 
disbursement of Rs. 1.8 crores to carry out awareness during NACP-I, 
scaled to an astounding Rs. 801 crores disbursed to TIs in NACP-II* '^*' 
and is now in NACP-III budgeted at a mind boggling Rs. 2288 crores for 
the proposed 2100 TIs to be sustained or established with in the next 
two years. 
The presence of such large funds for a particular type of activity 
alongside resource-lack for other approaches, indeed other key 
development needs, is a particularly negative development within civil 
society whose talents and loyalty are being diverted to a given 
philosophy and narrow work agenda to the detriment of wider interests. 
Alongside there are reports that recent evaluation exercises by SACs of 
NGOs/CBOs funded under NACP-II for eligibility under the new GAAP 
conditions have disqualified a very large number reportedly, as many as 
half for future support. It correct, this also raises interesting questions 
on past performance claims, while throwing into flux future trend 
monitoring of'outcomes'. 
The media is another major beneficiary. Budgets for communication and 
mobilization, already generous in the past two phases, have zoomed to a 
neat Rs. 1000 crores plus in NACP-III, virtually two thirds of it for 
media and special events. It is increasingly difficult for dissenting 
viewpoints to find space and forum for expression in such context. 
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At the same time, ten states across the country are reported to have 
already thrown out NACO's Adolesent Education Programme (AEP), as 
public protests are mounting on its contents. The Rajya Sabha 
Committee on Petitions is currently examining the matter; reportedly, it 
is flooded with over four lakh letters from all corners of the country. 
The whole issue of sex education, delicately negotiated into school 
curriculums in earlier year, stands threatened by a backlash arising from 
NACO's insentive thrust. The baby is now being thrown out with the 
bathwater. 
But AEP is only a minor key backlash compared to the volcanic 
volatility of public opinion that could explode as NACP-III proceds to 
organize several thousands collectives of commercial sex workers, men 
having sex with men and intravenous drug users, with aggressive, 
blanket promotion of condoms; altogether, an unprecedented scale of 
socially contrary operations, untested and untried on this scale anywhere 
in the world; rocking the personal as never before. It took the family 
planning programme nearly a decade to recover from ham handed 
handling in the emergency era. This would be worse. Can we afford it? 
The time to rethink is now. 
The enormous available public funds need to be channeled towards 
concentrating energies on positive win win strategies that grow the 
wholesome cake, enabling the vulnerable to find their rightful place in 
positive destinies. These are no more pipe dreams than the current 
economic breakthroughs undreamt of before and far less difficult to 
publicly seed than the proposed disregard of established public norms of 
sexual conservatism. 
Wholesome models are available. Sweeden provides one model, Uganda 
another. ^^ ^^  Commercial sex, pinpointed in NACP-III as a principal 
engine of HIV spread, has been differently tackled by Sweeden, one of 
the most modern, progressive countries in the world. Sweden has 
recognized prostitution as an extreme form of male violence, politically 
stated the sale of its citizens as totally unacceptable and brought the 
might of law to focus on eliminating demand no one may assume the 
right to purchase persons to satisfy their sexual urges. The gender 
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neutral Swedish law: Ban on the Purchase of Sexual Services (1999) 
provisions for effective prosecution and penalisation of the buyer and 
the chain of exploiters and ensures relief to the victims, thus addressing 
both root causes. Its implementation over the last six years has halved 
street prostitution, stopped new sex recruitment/trafficking from the 
Baltic and other countries, while during the same period street 
prostitution/underground prostitution has tripled quadrupled in 
neighboring Denmark, Netherlands, Germany, countries that normalized 
prositution as 'sex work' and took the regulation route. 
At the other end of the spectrum, Uganda, a high HIV/AIDS prevalence 
country, has achieved sizable reduction in HIV infection rates with 
strong political will, proactive policies and popular communication 
persuasive of delay in sexual initiation for young- 'zero grazing', 
fidelity amongst adults, despite the fairly high levels of multiple partner, 
premarital, extramarital sex prevailing earlier. Many other African 
countires have self awakened to what they call 'social vaccine'. 
Experts and activists, including over 100 field organizations, have 
written several times to the Prime Minister who also heads the National 
AIDS Council but with no acknowledgement, much less response. The 
authorities' attention has been repeatedly drawn to the enormous 
problems with NACO, NACP-I and II, the increasing distortion of the 
Primary Health Systems and the social set up through its narrow, 
verticalised and socially insentitive vision. A review and reformatting of 
HIV/AIDS policies and strategies through the prism of a holistic ethical 
and wholesome paradigm has been urged. 
The wholesome perspective needs mainstreaming as the multi sectoral 
responsibility of all sectors and programmes. Holistic thinking requires 
HIV/AIDS care and treatment to be integrated into primary health 
systems, improving the same to ensure across the board functioning 
efficient services. Further, every sector and programme need to be 
mandative to self examine and identify every available opportunity 
within its perview to create circumstances, enabling environment that 
first and foremost, reinforces primary prevention measures, while 
additionally creating effective linkages to secondary prevention. 
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How we tackle HIV/AIDS is a metaphor of India's soul and unique 
spirit and ability to show balanced pathways to a happier tomorrow in 
this globalised world. The external funds are available earmarked only 
for a narrowly conceptualized high risk sex dominated paradigm, that 
must be rejected. The National Aids Control Programme cannot be 
allowed to become a conduit for an extraordinary legitimization of the 
sex and pornography industries under cover of warding off a dreaded 
disease. These are remedies worse than the malady they seek to cure and 
the consequences of engineering such sociological shifts will be very far 
flung. Therefore, this madness must be halted before it lumpenises vast 
sections of society. 
HIV PREVENTIONS- GOVERNMENT INITIATIVES 
Demarketing of condoms 
Demarketing is a process that advocates healthy way of using a product 
for sustainable benefits. The younger age group who participated in the 
survey strongly felt that the advertisements promoting the use of 
condoms are gradually removing the inhibitions in engaging in 
premarital and extramarital sexual relationships. The "condom bindas 
bol!" campaign tends to advocate and make them "bindas with sex". 
The fact that the youth who involve in sexual activities do not use 
condoms all the time should be an eye opener. 
The present HIV/AIDS prevention programmes promoted are highly 
'condom centric'. There has been a mind-boggling operational blitz with 
the condom Superman, which is a clear bonanza for the condom lobbies. 
A distribution target of 3.5 million condoms a year is aimed at by 2010, 
2 billion social marketed, half a billion commercially sold, and a billion 
distributed free through subsidies under the NACP III phase. The total 
allocation for care/support/ treatment is under three-fourth of the Rs. 2, 
000 crore that has been earmarked for a single promotion commodity-
condoms ^^ '^ 
Thailand is one of the nations to have reversed spread of HIV/AIDS 
though mass media campaigns, increased condom use, and halving the 
population sex workers. Thailand reduced the number of new infections 
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to 21,000 in 2003 after a rate of 1,40,000 in 1991 (The number reduction 
is mainly attributed to death of patients). But reports are coming that 
this trend has reversed and the numbers are on the increase again. The 
Zambian government reduced the price of beer to give some relaxation 
to the hard working labourers who are away from home. Now the 
behavior change programme, addresses the problem of AIDS in a dual 
manner. The men are lured to sexual encounters in a stupor state by sex 
workers. '^^ ^ The fact that condoms can fail at times due to rupture or 
incorrect use and so is sex safe only within the ambit of marriage is a 
message that should be promoted in the best interests of society. This is 
felt by youth themselves as evinced by the initiatives of youth 
promoting pure love and sex which parity ^^ \^ Indiscriminate promotion 
of condoms will promote illegitimate sex which will add to the already 
explosive situation. Therefore a demarkeing of condoms, advocating it's 
use with discretion should be promoted. It should be primarily promoted 
for its original purpose that is family planning and birth control. 
The catch word, ABC Abstinence, Be faithful and Condom use should 
be advocated in that order. Mass India should go in for those 
promotional methods which uphold the moral, ethical values of society. 
Treatment and care of HIV/AIDS patients 
On World AIDS Day 2003 (I December) Government announced its 
decision to provide Anti-retroviral Treatment (ART), free of cost of 
people living with HIV/AIDS in the six HIV high prevalence states of 
Tamil Nadu, Andhra Pradesh, Karnataka, Maharashtra, Manipur and 
Nagaland and the state of Delhi from April 2004. The care support and 
treatment of the affected should be well taken care of so that the 
infection is prevented from diffusing into the uninfected people. The 
Anti-Retroviral Treatment (ART) should be made to reach all the 
affected people. Considering the not-completely curable conditions of 
AIDS, all measure should be taken to reach the treatment of the infected 
people. 
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Creating Income Generation Opportunities 
Those who are in the sex trade due to poor economic circumstances may 
be brought out from this black hole by providing finances and training 
to start some entrepreneurial activity to generate income. Sweden is a 
good example of this where the government assists the sex workers to 
come out of prostitution by providing finance. People's participation 
programmes through self help groups should provide avenues for the 
inclusion of these ostracized groups into the mainstream of society. 
Given an opportunity to make a decent living for themselves, they can 
come out of the black hole and live with dignity. A good portion of the 
allocated funds for HIV/AIDS prevention may be used for the purpose 
of providing training and financial support for those who want to 
involve in socially acceptable economic activities. Resource should be 
allocated to prevent, rescue, and rehabilitate persons under the cluthes 
of sex works, drug peddlers and young boys drawn to homosexual 
reactions by people in that trade. Support through self help groups can 
also be given to the economically weaker section of the population who 
are not regular sex workers but who engages in risk behaviour when 
they do not have the means to make both ends meet. This is particularly 
relevant in the case of casual labourers and migrant workers. 
Using peer group influence 
Risk exposure can be reduced by using peer group influence on the 
vulnerable youth who are increasingly moving towards casual pre-
marital sex and injecting drugs. The peer groups can break the barriers 
of communication on topics that have remained taboo, by instilling an 
atmosphere of openness and positive receptivity. Capacity buildings 
among the enthusiastic youth will enable them to serve as soldiers in the 
war against AIDS. 
School /College based HIV preventive /intervention 
As most of the young people who get infected by HIV is in the 15.24 
age group, school / college based interventions are to be taken up 
seriously. The National Service Scheme of the HRD Ministry and WHO 
jointly launched in 1991 the programme, "Universities Talk Aids" 
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(UTA). This programme may be continued with increased viogour. 
Young people with more education are more aware than those with less 
education that condoms can prevent HIV transmission, and they are 
likely to use condoms. Among all young people, however, the wide gap 
between knowledge and behaviour is not eliminated by education. 
Knowledge of condoms is more responsive to education, than is condom 
use, so that the gap between knowledge and behaviour increases with 
education. Knowledge of risk does not modify the behaviour as there is 
significant lag between the activity and manifestation of harmful 
consequences, and the risk that the individual faces is uncertain. The 
symptoms of AIDS are apparent only some years after exposure to the 
virus. Perceptions of invulnerability can affect the willingness of young 
people to translate knowledge into safer behaviour and avert risky 
behaviour. Therefore, programmes targeted attitude and behaviour 
change should be treated as very important 
A school- based sex education intervention in Kenya that provided 
young girls with information about the high prevalence of HIV infection 
among older men reduced the incidence of intergenerational sex and 
significantly reduced pregnancies among girls, in a setting where age 
mixing is very common. '^'^ ^ 
Develop culture specific information, education and communication 
resource tools 
Sustained behavioural interventions can take place by developing 
culture specific information, education and communication resource 
tools. News papers and magazines mostly reach the urban literate 
population. Radio and television can reach the large mass of the general 
population particularly the marginalized sections of the population. 
Dramas and serials which integrate HIV themes can be telecasted during 
prime time to get the attention of the masses. "Detective Vijay" serial 
telecasted on Doordarshan National channel is believed to have 
increased the social acceptance of HIV infected persons and the 
awareness level. 
Uniting for HIV/AIDS Eradication 
An awakening of consciousness based on moral, ethical and cultural 
realms is the need of the hour. Irresponsible behaviour towards fellow 
beings should be done away with. HIV infected people should be 
educated to take it as their moral responsibility to not infect the 
uninfected ones. Do away with the pseudo-ethical "them-not-us" 
attitude. Nature always brings out the consequences of the excesses of 
human beings. Let the message spread that HIV/AIDS prevention only is 
possible, not cure - at the moment. 
THE NATIONAL AIDS PREVENTION AND CONTROL POLICY 
Soon after reporting of the first HIV/AIDS case in the country, the 
Government '-^^^ recognised the seriousness of the problem and took a 
series of important measures to tackle the epidemic. A high-powered 
National AIDS Committee was constituted in 1986 itself and a National 
AIDS Control Programme was launched a year later. In the initial years 
the programme focussed on generation of public awareness through 
mass communication programmes, introduction of blood screening for 
transfusion purposes and conducting surveillance activities in the 
epicentres of the epidemic. In 1992 the Government formulated a multi-
sectoral strategy for the prevention and control of AIDS in India. It is 
implemented through the National AIDS Control Organisation at the 
national level and State AIDS Cells at the State/UT levels. The 
programme concentrated on the following areas which conform to the 
global AIDS prevention and control strategy:-
i. Programme Management 
ii. Surveillance and research 
iii. Information, Education and Communication including social 
mobilization through Non-Governmental Organisations (NGOs) 
iv. Control of Sexually Transmitted Diseases 
V. Condom Programming 
vi. Blood Safety; and 
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vii. Reduction of impact. 
Eight years into the programme, the Government can look back with a 
measure of satisfaction for its success in important areas like generation 
of awareness about HIV/AIDS among the urban and rural population of 
the country. Awareness levels which were almost insignificant at the 
beginning of the epidemic have substantially increased in urban areas 
even though the level of awareness in rural areas continues to remain 
low. The Behavioural Surveillance Survey (BSS) carried out by 
Government of India in 2000-01 general population in various states 
clearly indicated that the overall awareness about HIV/AIDS among 
people in reproductive age group (15-49 years) was 76.1%; males -
82.4% and females-70%. In the urban areas, 89.4% respondents had 
heard of HIV/AIDS as against 77.3% in rural areas. However, the lowest 
awareness rates were recorded among rural women in Bihar (21.5%), 
Gujarat (25%), Uttar Pradesh (27.6%), Madhya Pradesh (32.3.%) and 
West Bengal (38.6%). More than half of the respondents in the country 
(57%) were aware that having one faithful and uninfected partner could 
prevent transmission of HIV/AIDS. Some very successful intervention 
programmes among the high risk groups like commercial sex workers in 
the Sonagachi area of Calcutta, men having sex with men in Chennai 
and injecting drug users in Manipur were carried out through the 
dedicated involvement of Non-Governmental Organisations. Emphasis 
has been laid on control of STDs by strengthening STDs clinics at the 
district level by early diagnosis and proper management of STDs. 
Availability of good quality condoms through social marketing has made 
a significant increase in the last three years. 
Several important actions have been taken to ensure blood safety by 
modernisation and strengthening of blood banks, introduction of 
licensing system for blood banks and gradual phasing out of 
professional blood donors. Introduction of component separation 
facilities has also helped in proper clinical use of blood for transfusion. 
The percentage of infections occurring through blood transfusion has 
reduced from 8% in 1994 to 3- 4% in 2001. 
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HIV/AIDS is not merely a public health challenge, it is also a political 
and social challenge. Behaviour change will not occur without a 
significant change in the social and political environment. Unequal 
gender and power relations, taboos in frank and open communication 
about sexual health and stigma and discrimination are particularly 
significant obstacles to an effective response. The economic impact of 
AIDS epidemic needs to be acknowledged. The largest economic cost of 
a death due to HIV / AIDS is usually lost income as those who die from 
AIDS are generally younger and in their most productive years. 
There are still many gaps left in the programme and many lessons have 
been learnt. The inexorable spread of the disease from the initial 
epicenters to the rest of the country underscores the immediate need to 
have a paradigm shift in the response against HIV/AIDS at all levels 
making it imperative to formulate a comprehensive national policy on 
HIV/AIDS in order to cope effectively with the changed nature of the 
HIV/AIDS problem. The entire programme of prevention and control of 
HIV/AIDS needs to adopt a more holistic approach looking at AIDS as a 
developmental problem and not as a mere public health issue. 
Objectives and Goals 
The general objective of the policy is to prevent the epidemic from 
spreading further and to reduce the impact of the epidemic not only 
upon the infected persons but upon the health and socio-economic status 
of the general population at all levels. The policy envisages effective 
containment of the infection levels of HIV/AIDS in the general 
population in order to achieve zero-level of new infections by 2007. The 
specific objectives of the policy are: 
(i) To reiterate strongly the Government's firm commitment to 
prevent the spread of HIV infection and reduce personal and 
social impact. 
(ii) To generate a feeling of ownership among all the participants both 
at the Government and non-Government levels, like the Central 
Ministries and agencies of the Government of India, State 
Governments, city corporations, industrial undertakings in public 
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and private sectors, panchayat institutions and local bodies to 
make it a truly national effort 
(iii) To create an enabling socio-economic environment for prevention 
of HIV/AIDS, to provide care and support to people living with 
HIV/AIDS and to ensure protection/promotion of their human 
rights including right to access health care system, right to 
education, employment and privacy to mobilise support of a large 
number of NGOs/ Community Based Organisations (CBOs) for an 
enlarged community initiative for prevention and alleviation of 
the HIV / AIDS problem. 
(iv) To decentralise HIV/AIDS control programme to the field level 
with adequate financial and administrative delegation of 
responsibilities. 
(v) To strengthen programme management capabilities at the State 
Governments, municipal corporations, panchayat institutions and 
leading NGOs participating in the programme. 
(vi) To bring in horizontal integration at the implementation level with 
other national programmes like Reproductive and Child Health, 
TB Control, Integrated Child Development Scheme and with the 
primary health care system. 
(vii) To prevent women, children and other socially weak groups from 
becoming vulnerable to HIV infection by improving health 
education, legal status and economic prospects 
(viii) To provide adequate and equitable provision of health care to the 
HIV -infected people and to draw attention to the compelling 
public health rationale for overcoming stigmatisation, 
discrimination and seclusion in society 
(ix) To constantly interact with international and bilateral agencies for 
support and cooperation in the field of research in vaccines, 
drugs, emerging systems of health care and other financial and 
managerial inputs. 
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(x) To ensure availability of adequate and safe blood and blood 
products for the general population through promotion of 
voluntary blood donation in the country. 
(xi) To promote better understanding of HIV infection among people, 
especially students, youth and other sexually active sections to 
generate greater awareness about the nature of its transmission 
and to adopt safe behavioural practices for prevention. 
Strategy 
The National AIDS Control Policy principally aims at the following 
strategy for prevention and control of the disease;-
1- Prevention of further spread of the disease by 
(i) Making the people aware of its implications and provide 
them with the necessary tools for protecting themselves. 
(ii) Controlling STDs among vulnerable sections together with 
promotion of condom use as a preventive measure 
(iii) Ensuring availability of safe blood and blood products; and 
(iv) Reinforcing the traditional Indian moral values among 
youth and other impressionable groups of population. 
2- To create an enabling socio-economic environment so that all 
sections of population can protect themselves from the infection and 
families and communities can provide care and support to people living 
with HIV / AIDS. 
3- Improving services for the care of people living with AIDS in 
times of sickness both in hospitals and at homes through community 
healthcare. 
Policy Initiatives 
One of the biggest lessons learnt globally as well in the country is that 
national responses should not wait for HIV/AIDS cases to soar. Policies 
should not wait at a time when crucial prevention and care information 
and services are needed. HIV is particularly fuelled by situations of 
injustice and poverty and its impact is feh beyond health sectors. 
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Another important lesson learnt is that a multi sectoral response must be 
designed in the context of the overall development strategy to ensure its 
sustainability and effectiveness. A substantial component of AIDS 
prevention and care relies on strong public health infrastrucrure in order 
to mount a more effective health sector response to AIDS. They include 
early diagnosis and treatment of sexually transmitted infections using 
the syndromic approach, blood transfusion safety, epidemiological 
surveillance and research and a continuum of HIV/AIDS care linking 
health institutions, community and home. It can only be achieved if the 
programme is decentralized and owned up completely by States/U.Ts for 
implementation. NGO's and private sector have an equally critical role 
to play in an effective response. The challenge is to identify appropriate, 
locally relevant interventions and experienced community based 
organisations to work with poor and marginalized populations who are 
particularly vulnerable to HIV infections. HIV/AIDS control programme 
however well planned and designed at the central level remains 
ineffective unless they reach out where people live, work, study and 
access health and other welfare services including information services. 
For this purpose the policy recognizes the following issues as critical for 
bringing in a paradigm shift in the response to HIV/AIDS at all levels 
both within and outside Government. 
Programme Management 
1- AIDS control programme has hitherto been seen as a public health 
matter dealt by the Ministry of Health and Family Welfare. 
However, because of the behavioral nature and the strong socio-
economic implications, the disease requires to be treated as a 
developmental issue which impinges on various economic and 
social sectors of Governmental and non-Governmental activity. 
As economically productive sections of the population are the 
most susceptible to the disease, participation of Ministries like 
Railways, Surface Transport, Heavy Industry, Steel, Coal. Youth 
affairs & Sports and other public sector undertakings employing 
large workforce require to be actively involved in the programme. 
Organised and unorganised sector of industry needs to be 
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mobilised for taking care of the health of the productive sections 
of their workforce. Ministries like Social Justice & 
Empowerment, Women and Child Welfare, Human Resource 
Development, etc. should devise and own up the HIV/AIDS 
control programmes within their own sectoral jurisdiction. There 
should be strong budgetary and managerial support to these 
sectoral programmes from within these Ministries. 
2- The State Governments at their levels should develop strong 
ownership of the HIV/AIDS prevention and control programme. 
As the prevalence of the disease and its implications vary from 
State to State, the State Governments should devise their own 
strategies and action programmes for tackling the disease keeping 
the national objectives in view. For smooth flow of funds to the 
programme and for greater functional autonomy, the State 
Governments have already adopted the Society model by forming 
State AIDS Control Societies with proper representation from 
NGOs, experts in the field and organisations of people living with 
HIV/AIDS. The Societies are provided with adequate number of 
technical and managerial personnel for effective management of 
the programme. As high prevalence of the disease is directly 
related to the degree of urbanisation and consequent high risk 
behaviour among groups like commercial sex workers, drug users, 
and men having sex with men, the municipal corporations of large 
metropolitan cities should be encouraged to draw up their own 
programme strategy for AIDS prevention and control. Direct 
funding of programmes undertaken by the municipal corporations 
can go a long way in reducing the administrative bottlenecks and 
help in effective control of the disease. 
3- As HIV/AIDS is relatively new to the country, there has been no 
effective field organisation at the district or sub-district level to 
tackle the problem. In diseases like leprosy, TB, etc. the district 
level Societies playa very active role in implementing the 
programmes and receive funds directly from the national 
programmes. There is an urgent need to use this infrastructure at 
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the district level for prevention and control of HIV/AIDS. This 
will not only help in quick channelisation of funds but bring in 
participation of elected representatives of the people from the 3-
tier panchayati raj system and urban municipalities. The district 
administration headed by the District Magistrate/Collector and the 
Chief Medical Officer of Health should be able to provide the 
necessary administrative and technical infrastructure for 
supporting the programme. Amalgamation of State and District 
level Societies formed for various disease control programmes 
will bring in synergy in efforts at disease control, and ensures 
optimal resource utilization. 
Advocacy and Social Mobilisation 
1- In spite of the strong lEC campaign on HIV/AIDS, there is still 
inadequate understanding of the serious implications of the 
disease among the legislators, political and social and religious 
leaders, bureaucracy, media, leaders of trade and industry and 
professional agencies not to speak of the medical and paramedical 
personnel engaged in health care delivery system. A strong 
advocacy campaign needs to be launched at all levels for these 
opinion leaders, policy makers and service providers to make 
them understand and motivated about the need for immediate 
prevention of the disease and also for adopting a humane 
approach towards those who have already been infected with 
HIV/AIDS. The Government emphasises the need to start 
advocacy from the topmost level and spread it down throughout 
the country. 
2- There is still a serious information gap about the causes of spread 
of the disease even among a large number of medical and 
paramedical personnel both within the Government and outside. 
This occasionally leads to discrimination of HIV/AIDS-infected 
persons in hospitals, dispensaries, workplaces and the community 
at large. There is a strong need for advocacy at all levels to 
eliminate such discrimination and hostility against HIV/AIDS-
infected people. 
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3- In educational institutions AIDS education should be imparted 
through curricular and extracurricular approach. The programme 
of AIDS education in schools and the 'Universities Talk AIDS' 
(UTA) programme should have universal applicability throughout 
the country in order to mobilise large sections of the student 
community to bring in awareness among themselves and as peer 
educators to the rest of the community. Non-student youth should 
also be addressed through the large network of youth 
organizations, sports clubs, National Service Scheme (NSS) and 
Nehru Yuvak Kendras spread across the country. AIDS prevention 
education should also be integrated into the programmes of 
workers education and schemes of social development. 
4- Electronic and print media has almost reached universal coverage 
for dissemination of information in India. The impressive rise in 
the levels of awareness about HIV/AIDS in the general 
community can be partly attributed to the electronic media which 
has taken this message right up to the village level. While there is 
general awareness about the disease, specific aspects like mode of 
transmission, method of protecting oneself from getting infected, 
etc. are still not known to a large section of the population. There 
is therefore an urgent need to generate appropriate programmes 
which lays stress on interpersonal communication for targeted 
groups like students, youth, women, migrant workers and 
children. The electronic media should evolve a well-coordinated 
media policy for dissemination of information on all aspects of 
HIV/AIDS including reinforcement of positive cultural and social 
values like love, warmth and affection within the family. The 
newspapers, magazines and other print media should be used for 
conducting campaigns for social mobilisation to generate 
awareness about prevention and for sharing information and 
expertise. The media should in general playa positive role in 
generating an enabling environment for AIDS prevention and 
control and care of the HIV -infected people. The best 
communication talents available in Government and private sector 
should be utilised in designing these media campaigns which 
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should be developed in local languages and ethos. Media 
campaigns in rural areas should lay emphasis on local traditions 
and cultures and should be conducted through folk dances, jatras, 
puppet shows, street plays, etc. The Family Health Awareness 
Campaigns which lay stress on community mobilisation for 
awareness generation and utilisation of primary health care 
services for control of STDs/RTIs should be conducted at frequent 
intervals throughout the country. 
5- The corporate sector should be encouraged to undertake AIDS 
prevention activities including provision of services for their 
employees both at the workplace and outside as a part of their 
social responsibility. Industrial units in organised sector should 
evolve workplace intervention programmes for industrial workers 
with the active involvement and participation of trade unions. The 
intervention programmes should have all the important 
components of the prevention and control strategy for HIV/AIDS. 
The large network of ESI hospitals and dispensaries under the 
Employees State Insurance Scheme should be effectively used to 
spread the message of prevention of the disease and providing 
service to HIV / AIDS infected workers and their families. 
6- Because of faster economic development in certain regions of the 
country in the last few decades, there has been significant 
migration of population from rural to urban areas, both inter-State 
and intra-State. Migration of rural population in search of 
employment has also led to increase in the number of slums with 
poor public health infrastructure in urban and semi-urban areas. 
Migration is mostly single with the workers living alone in 
substandard living conditions. The separation from families for 
long periods also result in high risk behaviour among these 
migrant workers. These workers, after they get infected with HIV, 
do also infect their unsuspecting housewives when they go home 
for vacation or for agricultural operations. The problem therefore 
has to be addressed both at the place of origin and the place of 
migration. The problem of these migrant workers needs special 
lEC and intervention programmes for provision of services like 
STDs clinics, condom distribution centres and access to health 
care. All these measures should be able to increase the awareness 
levels of the general population both in urban & rural areas to 
more than 90% in the next five years. 
Participation ofNGOs/CBOs 
1- Non-Governmental organisations have made significant 
contribution in the health sector by their innovative approach in 
the areas of public health, family welfare and in arresting the 
spread of communicable diseases. It is essential to continue to 
encourage the involvement of the voluntary sector in HIV/AIDS. 
The National AIDS Control Programme has recognised the 
importance ofNGOs participation in the Programme for providing 
community support to people living with HIV/AIDS and their 
families and for providing the required care and counselling. 
NGOs bring with them their experience of community level work 
in enhancing people's participation by adopting an interpersonal 
approach with sensitivity and thus benefit the HIV/AIDS 
programme immensely. 
2- Government commits itself to large-scale involvement and 
participation of NGOs/CBOs in NACP in the following manner: 
(i) Involvement of NGOs at the policy making level through 
regular interaction and adequate representation in national 
and State level bodies. 
(ii) Extending their participation to new areas like provision of 
medical facilities including home-based care, opening of 
community care centres, etc. apart from the conventional 
areas of awareness, counselling and targeted interventions 
among risk groups. 
(iii) Greater efforts to undertake training and capacity building 
programmes for the NGOs to empower them to take up 
these additional responsibilities. 
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(iv) Periodical updating of guidelines issued by NACO for 
involvement of NGOs to facilitate greater participation of 
NGOs and for better accountability. 
Encourage networking among NGOs to avoid duplication of efforts in 
some of the areas. Efforts will be made to identify nodal NGOs in 
different States for coordinating the work of all the NGOs working in 
that State. State Governments also need to address the problem of 
motivation among Government officials towards involvement of NGOs 
in the programme. 
Control of Sexually Transmitted Diseases (STDs) 
The large prevalence of STDs in Indian population is cause for concern 
as presence of STDs, specially with ulcer or discharge, facilitates 
transmission of HIV infection. The risk of transmission is 8 to 10 times 
higher in case of persons with STDs compared with others. As the risk 
behaviour of persons with STDs and HIV is the same, Government 
attaches top priority to the prevention and control of STDs as a strategy 
for controlling the spread of HIV/AIDS in the country. The following 
approach will be adopted by the Government for STDs control:-
(i) Management of STDs through syndromic approach (management 
of sexual transmitted diseases based on specific symptoms and 
signs and not dependent on laboratory investigations) would be 
incorporated into the general health service. 
Once the STDs case management is integrated in peripheral health 
system, unnecessary referral can be avoided leaving the 
specialised services free for management of complicated cases, 
operational research (the systematic study, by observations and 
experiment, of the working of a system, e.g. health services with a 
view to improvement.) and supervision of sites where STDs 
patients are treated. 
(ii) STDs among women though highly prevalent, are suppressed 
because of the social stigma attached to the disease. It has 
therefore been decided to integrate services for treatment of 
reproductive tract infections (RTIs) and sexually transmitted 
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diseases (STDs) at all levels of health care. Department of Family 
Welfare and NACO should coordinate their activities for an 
effective implementation of such integration. STDs Clinics at 
district/block/First Referral Unit (FRU) level would function as 
referral centres for treatment of STDs referred from peripheries. 
STDs clinics in all district hospitals, medical colleges and other 
centres would be strengthened by providing technical support 
equipment, reagents and drugs. A massive orientation-training 
programme would be undertaken to train all the medical and 
paramedical workers engaged in providing STDs/RTIs services 
through a syndromic approach. All STDs clinics would also 
provide counselling services and good quality condoms to the 
STDs patients. Services of NGOs would be utilised for providing 
such counselling services at the STDs clinics. 
Use of Condoms as HIV/AIDS Prevention Measure 
1- Condoms were advocated earlier as a safe method of population 
control under the Family Welfare Programme. Use of condoms 
now assumes special significance in the AIDS-related scenario, as 
it is the only effective method of prevention of HIV / AIDS 
through the sexual route apart from total abstinence. Government 
feels that there should be no moral, ethical or religious inhibition 
towards propagating the use of condoms amongst sexually active 
people specially those who practise high-risk behaviour. 
2- The Government has adopted a conscious policy of use of 
condoms through the social marketing and community-based 
distribution system. The social marketing strategy has helped in 
increasing the use of condoms in the country at large. There is 
greater need to ensure availability of condoms at places and times 
where they are needed. Hospitals, STDs clinics, counselling 
centres, nursing homes and even private clinics of medical 
practitioners should have adequate supply of condoms for use of 
the patients. General availability of condoms in the community 
drug stores, important road and railway junctions, public places, 
luxury hotels, etc. should also be ensured for use among sexually 
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active people. This will help in achieving the twin purposes of 
control and prevention of HIV and for promoting the small family 
norm. Government would promote development of culturally 
acceptable information packages about the efficacy of condoms to 
achieve both these objectives. 
3- While ensuring availability of condoms, it is equally necessary to 
see that the quality and reliability is also guaranteed. 'Condom' 
has recently been included in Schedule 'R' of the Drugs and 
Cosmetics Act for ensuring adequate quality control in their 
manufacture and distribution. There are adequate numbers of 
manufacturers both in the public and private sectors in the country 
to take care of the increased demand for condoms in the 
community. 
HIV testing 
I- There is an active debate in the country on the issue of mandatory 
testing of people suspected of carrying HIV infection. 
Considerable thought has been given to this issue. The 
Government feels that there is no public health rationale for 
mandatory testing of a person for HIV/AIDS. On the other hand, 
such an approach could be counter-productive as it may scare 
away a large number of suspected cases from getting detected and 
treated. HIV testing carried out on a voluntary basis with 
appropriate pre-test and post-test counseling is considered to be a 
better strategy and is in line with the WHO guidelines on HIV 
testing. Government of India has earlier issued a comprehensive 
HIV testing policy and the following issues are reiterated here:-
(i) No individual should be made to undergo a mandatory 
testing for HIV. 
(ii) No mandatory HIV testing should be imposed as a 
precondition for employment or for providing health care 
facilities during employment. However, in the case of 
Armed Forces, before employment, HIV screening may be 
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carried out voluntarily with pre-test and post-test 
counselling and the results may be kept confidential. 
(iii) Adequate voluntary testing facilities with pre-test and post-
test counselling should be made available throughout the 
country in a phased manner. There should be at least one 
HIV testing centre in each district in the country with 
proper counselling facilities. 
(iv) In case a person likes to get the HIV status verified through 
testing, all necessary facilities should be given to that 
person and results should be kept strictly confidential. Such 
results should be given out to the person and with his 
consent to the members of his family. Disclosure of the 
HIV status to the spouse or sexual partner of the person 
should invariably be done by the attending physician with 
proper counselling. However, the person should also be 
encouraged to share this information with the family for 
getting proper home-based care and emotional support from 
the family members. 
(v) In case of marriage, if one of the partners insists on a test to 
check the HIV status of the other partner, such tests should 
be carried out by the contracting party to the satisfaction of 
the person concerned. 
2- The HIV testing policy adopted is found to be appropriate for 
different types of testing done under the programme. At present 
people are tested for -
(a) Screening in blood banks 
(b) Epidemiological surveys; and 
(c) Confirmatory testing for clinical management and voluntary 
testing. 
In the case of screening for blood donation, a single test of ERS 
(ELISA/Rapid/Simple) is conducted to eliminate HIV sero-reaclive 
blood. In the case of epidemiological surveys, two tests either with 
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ELISA, or Rapid or Simple will be done. In both these cases the testing 
is unlinked and anonymous. In the case of diagnosis of clinically 
suspected cases and for voluntary testing, the testing will be done with 3 
ERS using HIV kits with different antigens. HIV testing under these 
conditions will be carried out with proper pre-testing and post-testing 
counselling with informed consent of the individual and with proper 
follow up facilities. 
3- In case of HIV testing facilities in the private sector hospitals, 
clinics, nursing homes and diagnostic centres, the State 
Governments should adopt legislative and other measures to 
ensure that these testing centres conform to the national policy 
and guidelines relating to HIV testing. 
Counseling 
Counselling services for suspected cases of HIV infection and for people 
living with HIV / AIDS (PLWHAs) should be expanded to increase their 
reach to those who need them. All hospitals, HIV testing centres, blood 
banks, STDs Clinics and organisations formed by PL WHAs should have 
counselling services manned by trained and professional counsellors. 
Government will extend all necessary help to create necessary 
infrastructure for establishment of these centres and in training 
counsellors in large numbers to man these counselling centres. Group 
counselling among PL WHAs which has proved to be very effective will 
be encouraged by giving necessary financial and other incentives. 
Care and support for People Living With HIV/AIDS (PLWHAs) 
1- With the spread of the infection across the country, there will be 
a sharp increase in the number of HIV - infected persons in the 
society who may belong to different social and economic strata. 
Apart from providing counselling before declaring the HIV status, 
the Government would try to ensure the social and economic well 
being of these people by ensuring (a) protection of their right to 
privacy and other human rights, and (b) proper care and support in 
the hospitals and in the community. 
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2- The HIV-positive person should be guaranteed equal rights to 
education and employment as other members of the society. HIV 
status of a person should be kept confidential and should not in 
any way affect the rights of the person to employment, his or her 
position at the workplace, marital relationship and other 
fundamental rights. 
3- HIV-positive women should have complete choice in making 
decisions regarding pregnancy and childbirth. There should be no 
forcible abortion or even sterilisation on the ground of HIV lives. 
Government at present provides financial support to States/UTs 
for the treatment of opportunistic infections in all public sector 
hospitals. But ante-retroviral therapies are not supported by the 
Govt, in the programme because of their prohibitive costs on 
account of indefinite period of treatment and other supportive 
investigations required for monitoring the progress of the disease. 
Government as a matter of policy has been progressively reducing 
the excise and custom duties on Anti Retroviral Drugs to make 
them available to PLWAs at reasonable price. Govt, would review 
its policy on antiretroviral therapies from time to time in order to 
asses their affordability and provision under the National AIDS 
Control Programme. 
4- The Government would actively encourage and support formation 
of self-help groups among the HIV -infected persons for group 
counselling, home care and support of their members and their 
families. Social action through participation of NGOs would be 
encouraged and supported for this purpose. 
5- As regards the treatment care and support for PLWHAs, the 
policy is to build up a continuum of comprehensive care 
comprising of clinical management, nursing care, access to drugs. 
counselling and psychosocial support through home-based care 
without any discrimination. Resources from Government and 
private sectors will be mobilised for this purpose. 
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6- Government has initiated intensive advocacy and sensitisation 
among doctors, nurses and other paramedical workers so that 
PLWHAs are not discriminated, stigmatised or denied of services. 
Government expresses serious concern at instances of denial of 
medical treatment by doctors in their clinics, nursing homes and 
in hospitals which causes enhanced stigmatisation to the 
PLWHAs. With updated knowledge available on the risks or 
absence of risk of HIV transmission, such denial of medical care 
to needy victims is inappropriate and regrettable. The Government 
would expect the health service sector to display necessary 
concern for the welfare of the community of PLWHAs and ensure 
proper medical care and attention. The professional organisations 
of medical and paramedical health workers should disseminate 
information about HIV/AIDS to their members up to the field 
level. Training of health care personnel in diagnosis, rational 
treatment and for follow up of HIV related illness should continue 
with greater vigour. 
An efficient referral system would be established starting from 
testing centres and counseling sites to hospitals or clinics, 
community-based services and home-based care. PLWHAs would 
be given adequate information for home care in the form of books 
and documents to enable them to lead a healthier life and to 
promote self-help. 
7- Clinical management of HIV/AIDS requires strict enforcement of 
biosafety and infection control measures in the hospitals as per 
the universal safety precaution guidelines. Treatment of AIDS 
cases do not require any specialised equipment than what is 
necessary for treatment of the opportunistic infections arising out 
of HIV/AIDS. Government would ensure adequate supply of 
essential drugs for treatment of these opportunistic infections. 
Adequate facilities would also be created for proper disposal of 
plastic and other wastes and injecting needles used for treatment 
of HIV -infected persons. 
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8- Although, HIV/AIDS still defies a cure, infection can no longer 
be equated with imminent death. Advances in management of 
opportunistic infections, and the development of effective anti-
retroviral therapies mean that the illness associated with HIV 
infection can be treated. People Living with HIV/AIDS can now 
live longer and enjoy better quality of life. 
Surveillance 
1- To adopt the right strategy for prevention and control of 
HIV/AIDS/STDs, it is necessary to build up a proper system of 
surveillance to assess the magnitude of HIV infections in the 
community. The surveillance system would include:-
(a) HIV Sentinel Surveillance 
(b) AIDS Case Surveillance 
(c) STDs Surveillance; and 
(d) Behavioral Surveillance. 
(a) HIV Sentinel Surveillance: The Government would enlarge and 
refine the present surveillance system for obtaining data on HIV 
infections in high risk as well as low risk groups of population in 
rural and urban areas for monitoring the trends of the epidemic. 
An in-built quality control mechanism will be evolved and 
adopted in order to have reliable and good quality data. 
Government is aware of the inadequacy of comprehensive 
epidemiological data on the prevalence of HIV/AIDS in India 
which will be addressed through a proper and consistent sentinel 
surveillance mechanism. 
(b) AIDS Case Surveillance: To assess the incidence of AIDS cases 
in the country, information will be collected from all hospitals 
having trained Physicians with standard AIDS case definition in 
Indian context. Efforts will be made to evolve a proper reporting 
system so that most of the AIDS cases are reported from public 
and private institutions and health care providers. 
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(c) STDs Surveillance: Although National Venereal Disease Control 
Programme was III place since early 1950s with institutional 
surveillance system, it remained patchy and incomplete. Due to 
close link of STDs with HIV / AIDS, there is a need to strengthen 
this system to know the incidence and prevalence of various 
STDs. Government would establish etiological-based surveillance 
system through all STDs clinics while syndromic-based 
surveillance system will be established through peripheral health 
institutions in a phased manner. 
Proper counselling should be given to the pregnant women for 
enabling her to take an appropriate decision either to go ahead 
with or terminate the pregnancy. The prophylaxis for prevention 
of mother to child transmission will be introduced to cover all 
infected mothers as a part of the National programme. This 
facility will be entirely voluntary on the basis of informed 
consent. 
(d) Behavioral Surveillance: To assess the changing pattern of 
behaviour in different risk groups of population behavioral sentinel 
surveillance will be instituted initially on pilot basis which will be 
expanded as per the needs of the programme from time to time. 
HIV and Injecting Drug Use 
The problem of injecting drug use through needles has emerged as a 
serious problem firstly in Manipur and other North-Eastern States and in 
metropolitan cities like Mumbai, Chennai, Calcutta and Delhi. The 
problem of HIV/AIDS has added a new dimension as sharing of 
injection equipment for narcotic drug use is one of the most efficient 
routes of HIV transmission and is considered to be much more risky 
than unprotected sexual contact. While most oflnjecting Drug Users 
(IDUs) are male, their female partners are not known to be in the habit 
of injecting drug use. The latter therefore suffer the risk of sexual 
transmission from HIV-infected IDUs without their knowledge. It has 
also been noticed that majority of the IDUs are youth in their most 
productive age group of 15-25. Government therefore considers it as a 
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serious issue and is committed to adopt appropriate strategies for 
preventing the risk of transmission through injecting drug use. 
The most important strategy to combat the problem of intravenous drug 
use and its serious consequences in transmission of HIV/AIDS would be 
the 'Harm Minimisation' approach which is now being accepted world 
wide as an effective preventive mechanism. Harm minimization aims to 
reduce the adverse social and economic consequences and health 
hazards by minimizing or reducing the intake of drugs leading to gradual 
elimination of their use. Harm minimization in the context of Intra 
Venous (IV) drug use would require not only appropriate health 
education, improvement in treatment services but in most practical 
terms, providing of bleach powder, syringes and needles for the safety 
of the individual. An appropriate Needle Exchange Programme with 
proper supervision by trained doctors/counsellors, etc. will be required. 
Government will encourage NGOs working in the drug de-addiction 
programmes to take up harm minimization as a part of the HIV/AIDS 
control strategy in areas, which have a large number of drug addicts. 
Greater convergence will be brought about between the NGOs based 
programmes for drug de-addiction and the hospital-based de-addiction 
programmes run by the Government. 
Safety of blood and blood products 
1- To mini mise the risk of transmission of HIV infection through 
blood and blood products, Government has taken a series of 
measures: 
(i) The Drugs and Cosmetics Rules provide mandatory testing 
of blood for HIV in addition to other blood-transmissible 
diseases namely Hepatitis B Surface Antigen, Hepatitis 'C , 
Malaria and Syphilis. 
(ii) Under Supreme Court directives, licensing of blood banks 
is mandatory and operation of unlicensed blood banks has 
been banned. 
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(iii) The system of collection of blood from paid donors has 
been phased out completely. To ensure availability of 
blood, Government has undertaken large scale mobilisation 
efforts to increase voluntary blood donation through 
involvement of governmental and non-governmental 
agencies. 
(iv) Government would ensure establishment of adequate blood 
banking services at the State/District levels including 
provision of trained manpower. 
(v) To ensure proper clinical use of blood, more blood 
component separation facilities would be established in the 
country which would improve availability of adequate 
blood components and their use instead of whole blood. 
(vi) Government has set up National and State Blood 
Transfusion Councils to oversee blood transfusion services 
as autonomous bodies. The facility of 100% tax exemption 
for contributions to these Councils has also been given. 
These Councils will playa very important role in 
augmenting blood transfusion services in the country and to 
ensure safe blood to the people. To ensure generation of 
adequate medical and para medical personnel specialised in 
blood banks. States are required to upgrade blood banks 
located in medical colleges and to be named as Department 
of Transfusion Medicine. 
With the modernisation of blood bank services, it is expected that 
the demand for blood and blood components will be fully met 
through a modernised and efficient network of blood banks in the 
public, private and voluntary sectors thus minimising the risk of 
HIV transmission through blood. 
A comprehensive National Blood Policy encompassing all the 
aspects of the operation of blood banks including voluntary blood 
donation programme and appropriate clinical use of blood and 
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blood products has been prepared and annexed with this 
document. 
Research and Development 
The research and development efforts in the filed of HIV/AIDS have 
hitherto been very limited in the country. Government recognises the 
need to encourage and support research and development in the 
following areas:-
(i) The Government will look out for collaborative research with 
scientific groups in developed countries for development of 
vaccines suitable for the strains of HIV prevalent in India. 
Development and trials of each vaccines will be subject to 
standard ethical guidelines developed and adopted by the Indian 
Council of Medical Research. 
(ii) In the last few years a number of anti-retroviral drugs were 
introduced in USA and other developed countries which help in 
reducing the viral load in the body of the infected person and thus 
ensure greater longevity. The efficacy of anti-retrovirals like 
Azidothymidine (AZT) and Nevirapine in reduction of HIV 
transmission from mother to child has also been recently proved 
in drug trials in USA and Thailand. Pilot studies have been 
conducted in established medical institutions in India on efficacy 
of AZT and Nevarapine prophylaxis on HIV -positive pregnant 
women. 
(iii) As regards use of antiretroviral drugs for clinical use, it is 
recognised that these drugs are not only extremely expensive even 
by the standards of developed countries, but also result in adverse 
side effects and drug resistance in case of improper use. There is 
however a great deed to indigenise the technology for 
manufacture of these drugs which will result in their cheaper 
availability to the HIV -infected people. Government would 
pursue all available means to encourage indigenous drug 
manufacturers to take up manufacture of antiretroviral drugs 
within the country. 
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(iv) For creating epidemiological data base on HIV/AIDS and other 
related subjects, Government would identify the institutions to 
pursue cohort and cross sectional studies. 
(v) Government would also encourage indigenisation of the HIV -
related equipment like test kits which will help in reducing the 
cost of service to a considerable extent. 
Indigenous Systems of Medicine (ISM) 
1- There is an urgent need to look for a cost-effective alternatives to 
antiretroviral drugs in the indigenous system of medicine like 
Ayurveda, Unani and Siddha apart from Homoeopathy. Some of 
the medicines in these systems have the potential of reducing the 
viral load in the body of the patient thus ensuring a healthier and 
longer life with the infection. The Government has sponsored 
research projects in Homoeopathic and Siddha systems of 
medicines and is receiving encouraging response. It will pursue a 
policy of sponsoring research in ISM and Homoeopathy for 
development of drugs which can serve the purpose of anti-
retrovirals, but at a much lesser cost. 
2- At the same time it is necessary to be vigilant against 
unscrupulous persons claiming a cure for HIV / AIDS by magic 
remedies. Any medicine or system of treatment which cannot 
stand the test of scrutiny by professional organisations like the 
Ayurveda Councilor the Homoeopathic Council cannot be 
accepted as a drug or a system of treatment in the country. The 
Drugs and Magic Remedies Act requires amendment to stringently 
deal with cases of unscrupulous persons taking advantage of the 
misery of HIV -infected persons and defrauding them of huge 
sums of money. A massive awareness campaign has also been 
launched to make people aware of the dangers of such medication 
by unqualified persons indulging in quackery. 
Bilateral and International Cooperation 
Government notes with satisfaction the active support provided by 
international agencies of the UN system and bilateral agencies from 
:i5 
different countries in the developed world to its HIV/AIDS control 
efforts. The World Bank has participated in funding a major part of the 
national AIDS control programme during the last five years and has 
since expanded its funding in the second phase. The UN organisations 
which are constituent units of the UNAIDS Theme Group have all done 
work in India on various social & economic sectoral programmes. These 
organisations will have to take a relook at their programmes and 
priorities in the context of the increasing prevalence of HIV/AIDS 
among the economically productive and socially exploited sections of 
the population. The Joint United Nations programme on HIV/AIDS 
known as UNAIDS is expected to assume a larger role both in terms of 
providing financial as well as technical expertise to the programme. 
Government's policy is to promote international cooperation to ensure 
optimal utilisation of resources to avoid unproductive duplication of 
efforts. Bilateral cooperation which has been developed with countries 
• like USA, UK, and others will be extended further to take up specific 
intervention programmes where the technical and managerial input from 
these countries can be put to optimum use. Government will promote 
mutual information sharing with these countries and the neighboring 
countries in the South Asia region on their national AIDS control plans. 
Cross country issues like drug use, labour migration, trafficking among 
women & children, etc. could be the common ground for regional 
cooperation among the neighbouring countries. Government would also 
be actively looking for technical inputs for development of vaccines, 
drugs and equipment for prevention and control of HIV/AIDS and would 
explore bilateral and multilateral collaboration towards this end. 
THE FUTURE OF HIV AND AIDS IN INDIA 
Various groups have made predictions about the effect, that AIDS will 
have on India and the rest of Asia in the future. There has been a lot of 
dispute about the accuracy of these estimates. For instance, a 2002 
report by the CIA's National Intelligence Council predicted 20 million 
to 25 million AIDS cases in India by 2010 more than any other country 
the world.^^'^ Yet the government has claimed that these figures are 
completely inaccurate, and has accused those who cite them of 
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'spreading panic' ^^'^\ The government has also disputed predictions that 
India's epidemic is 'on an African trajectory', although it claims to 
acknowledge the seriousness of the crisis/^^^ 
Ruben Del Prado, deputy UNAIDS country coordinator for India, has 
predicted "there is going to be a reversal of the epidemic by 2008 and 
2009."^^*^ This does not correlate with other UN-related estimates, 
however, which have suggested that: 
• India's adult HIV prevalence will peak at 1.9% in 2019. ^^ '^ 
• The number of AIDS deaths in Indian (which was estimated at 2.7 
million for the period 1980-2000) will rise to 12.3 million during 
2000-15, and to 49.5 million during 2015-50. ^^ ^^  
• Economic growth in India will slow by almost a percentage point 
per year as a result of AIDS by 2019. ^^ '^  
Whatever the exact figures turn out to be it is clear that HIV and AIDS 
will have a devastating effect on India in the future, and that as much as 
possible is needed to be done to minimize this impact. 
According to Peter Plot, Director of UNAIDS, *^^ ^ "the challenges India 
faces to overcome this epidemic are enormous. Yet India possesses in 
ample quantities all the resources needed to achieve universal access to 
HIV prevention and treatment, defeating AIDS will require a significant 
intensification of our efforts, in India, just as in the rest of the world." 
Just as the HIV infection is transcending the boundaries of high risk 
groups and spreading into the general populace, prevention and care 
programmes have also reached a critical phase. Government of India 
should be fully committed to prevent the spread of HIV/AIDS at the 
initial stage itself before it emerges into a catastrophic epidemic. 
Government of India should look at HIV /AIDS prevention and control 
as a developmental issue with deep socio-economic implications. It 
touches all sections of the populations, both infected and affected, 
irrespective of their regional, economic or social status. By following a 
concreted policy and an action plan that emerges out of it, government 
should be able to control the epidemic and slow down its spread in the 
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general populations within the shortest possible time. All participating 
agencies in the Governmental and non-Governmental sector, 
international and bilateral agencies, would need to adopt policies and 
programmes in conformity with this national policy in their effort to 
prevent and control HIV/AIDS in India. 
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HIV/AIDS: JUDICIAL RESPONSE 
India is one of the largest and most heavily populated countries in the 
world, with over one billion people, at least three million are currently 
living with HIV. The transmission of HIV is no longer confined to high-
risk urban populations, but is spreading across rural settings as well. 
This trend is a cause for concern as AIDS is increasingly hampering 
social and economic development throughout the world. As a second 
most populous nation in the world, even a small increase in India's 
HIV/AIDS prevalence rate would represent a significant component of 
the world's HIV/AIDS burden. Thus the judiciary plays a vital role to 
reduce the burden of HIV/AIDS, in the absence of any legislation, and 
to lead our country in the path of progress. 
HIV / AIDS : LEGISLATIVE DEVELOPMENT IN THE WORLD 
Protection against epidemics is one of the main tasks of the public 
health authorities emanating from the human right to health. 
Additionally, in the international law, public health has been accepted as 
a legitimate ground for limiting human rights. Public health developed 
through centuries by coercion, compulsion and restriction, does not 
readily adjust to the requirements of human rights. The ways in which 
many countries have responded to the AIDS epidemic have created a 
wide range of human rights problems by imposing coercive or restrictive 
AIDS control measures. 
In the first decade of HIV / AIDS (1981-90), 104 countries adopted 
some or the other AIDS related legislation. The period 1985-87 
represented the peak of the global epidemic of AIDS legislation. During 
this period, the cumulative number of countries with AIDS legislation 
quadrupled from 18 in the beginning of 1985 to 78 by the end of 1987. 
Thus where technology was unable to provide a solution to the spread of 
disease, people looked to the law. It is not confirmed that countries 
which had high prevalence only enacted laws, as even those countries 
without any single reported case of AIDS or HIV infection in the early 
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years (for example Vietnam and Mongolia) too adopted AIDS related 
laws/'^ 
Excessive AIDS control measures have been adopted in some countries 
not as a HIV / AIDS response inside their own borders, but ostensibly to 
prevent its importation from other affected countries. 
The first legislation, requiring the reporting of suspected and confirmed 
cases of AIDS was enacted in Sweden in March 1983, and was followed 
by similar laws in many European countries. Most often this early 
legislation established safeguard to promote blood safety (through donor 
referral) and introduced compulsory notification of AIDS cases. Until 
1985 no country adopted a comprehensive law on AIDS, in part because 
a test for HIV infection had not yet been developed. ^^^ 
Analysis of subsequent laws reveal that the availability of a test to 
detect HIV antibodies was the driving force behind the legislation. Most 
of the laws dealt directly with testing, and many authorised public health 
authorities to carry out compulsory tests. The legal authorisation to 
isolate people, detain them or force them into hospitals often appeared 
alongside provisions of compulsory testing. Only Cuba has officially 
adopted mandatory and automatic hospitalisation of all HIV infected 
people. Those found to be infected went underground out of fear of 
isolation. 
Many other countries have passed laws empowering public health 
authorities to resort to restrictive measures. These include placing HIV 
infected people under surveillance, : isolation or segregation, mandatory 
hospitalisation or imposing specific restrictions on their behaviour. 
The early phase of HIV / AIDS in India was dominated by responses 
that aimed to isolate those infected. Foreigners were blamed for the 
spread of HIV and opinion was in favour of their strict regulated entry 
into the country. In 1988, the Ministry of External Affairs, government 
of India introduced compulsory medical examination for foreign visitors 
to contain the AIDS problem. All foreign visitors above 18 years, 
foreign students and journalists seeking accreditation intending to stay 
for a year or more were expected to go through compulsory medical 
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examination. Despite this provision, it is known that some universities 
have stopped taking African students out of fear that most of them are 
carriers of virus/^^ 
The only state in India to have a specific law on HIV is Goa. The Goa 
Public Health Amendment Act, 1988, provides for mandatory testing of 
persons suspected of being HIV positive. Those infected can be 
mandatorily isolated, thus, resulting in breach of confidentiality. 
Mandatory isolation was later made discretionary. 
On the same lines as the Goa Public Health Amendment Act, 1988, the 
government of India sought to introduce the AIDS Bill in 1989. 
However on account of pressure from the World Health Organisation 
and the campaigns, by voluntary groups, the AIDS Bill could not be 
enacted into law. There is a great need to protect and promote the 
confidentiality with respect to persons with AIDS. The confidentiality is 
also important with respect to implications on any legislation regarding 
HIV and AIDS. The AIDS Bill failed the test on this account and also as 
it was not helpful in the prevention of HIV/AIDS. After ratifying the 
defects of the AIDS bill of 1989, in 2006 a new HIV/AIDS Bill has been 
introduced in the House. 
Most of these legal measures were characterised by mandatory testing, 
isolation of infected persons, breach of confidentiality and 
discrimination against positive person. Such coercive and punitive 
measures, are counter - productive and impedes efforts to prevent 
infection and provide care. They also tend to target at groups, while it is 
certain behaviours and practices that are responsible for transmission. 
It is pertinent to recall that the leprosy Act of 1912 permitted 
discrimination against those affected by leprosy. The Act was 
formulated before the cure for leprosy was found. It thoughtlessly 
continues to be there even after a cure for leprosy has been found. 
Maharashtra repealed the act long ago. The stigma associated with 
leprosy is intense, even today, because of discrimination authorized by 
the Act. In case of HIV one need to remember that HIV is not 
contagious. It is communicable by very specific modes, which can be 
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prevented by known, simple, specific measures. Further, infected 
persons are fit enough to perform their day to day duties without any 
adverse effects on their health until the first six to about 10-15 years of 
infection. If at all there is need to interpret any laws in the context of 
HIV/AIDS, a difference should be made between those who are carriers 
of infection and those who have developed AIDS.^''^ 
Globally various countries have started taking action against spread of 
this dreadful virus. They have enacted several Laws and Regulations/^* 
Few examples are as follows. 
Zimbabwe: 
Labour Relations (HIV/AIDS) Regulations, 1998. 
Vietnam: 
(i) Government Decision No. 34/cpon guidance to execute laws on 
HIV / AIDS prevention and protection 
(ii) Ordinance on the prevention and fight against HIV/AIDS 
infection. 
Uzbekistan: 
Regulations of 1991 on Medical Testing to Reveal Infections by Human 
Immuno Deficiency virus (AIDS) and on preventive observations. 
U.S.A.: 
Americans with Disabilities Act of 1990. 
HIV/AIDS is considered to be a disability in U.S.A. 
Ukraine: 
Law of 12"^  December 1991 on the prevention of AIDS and the social 
protection of the population. 
Turkmenistan: 
Regulations on HIV / AIDS Testing in Turkmenistan. 
Tanzania: 
The Tanzanian Commission for AIDS Act, 2001 
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South Africa: 
(i) Compulsory HIV testing of Alleged sexual offenders Bill. 
(ii) Employment Equity Act, Code of good practice on key aspects of 
HIV/AIDS and employment. 
Russian Federation: 
Federal law on the prevention of the spread in Russian Federation of 
disease caused by the Human Immunodeficiency virus (HIV-Infection). 
Acquired Immune Deficiency syndrome is the worst calamity of the 
present era. AIDS virus attacks the immune system of the human body 
and destroys the cells which normally protects the body against 
infections, leaving the victim susceptible to a wide variety of infections. 
AIDS as an epidemic is' affecting all corners of the globe. In some 
countries, the disease is spreading even faster. It is critical in the United 
States, Central and East Africa, and Europe where the increasing loss of 
life of young people pose a real danger to future economic, political and 
social development. As the epidemic spreads, it will discourage tourism, 
commerce and foreign investment. HIV AIDS has spread to virtually 
every country in the world. 
The problem is not less serious for our country. Some people don't see it 
yet as a crisis. But how serious the AIDS scenario has become over the 
past few years can be gauged from the fact that from just six infected 
cases (which were accidentally detected among Madras prostitutes) in 
April 1986, the number had shot up to 1392 out of 3.3 lakh persons 
screened till July 1989. Of these 1392 HIV infected persons only 29 are 
said to be 'full blown cases of AIDS disease'. The rest are 'sero-positive 
cases', wherein the affected persons can develop the disease. Of the 29 
persons with the disease in a full blown state, at least 9 are foreigners. 
The evidence also suggest that majority of persons who had developed 
the disease contracted infection during their stay abroad. ^^^ 
The figures are the rough estimates and there can be many more cases of 
AIDS which remain unreported for several reasons. Further, there is no 
certainty over the prevalence of the disease especially among those who 
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may have been infected but have not developed symptoms. With the 
increasing number of AIDS cases, the Health Ministry of Government of 
India issued administrative guidelines. All the status and union 
territories have been directed to establish AIDS states at their end and 
coordinate with the center on a regular basis'. But all these measures 
were not adequate to deal with the existing problems. 
HIV/AIDS is not just a medical problem, it effects the social and 
economic development too. It has its impact upon the legal order of the 
society. It poses a problem of discrimination against HIV/AIDS patients, 
violation of their civil liberties and basic human rights and their 
victimisation. The WHO being alive of the situation adopted a resolution 
to protect the human rights and dignity of HIV / AIDS victims and to 
avoid discriminatory action against them in the provisions of services, 
employment and travel. 
Now the basic problem for the states is how to protect the health of 
people against HIV/AIDS without violating their human rights and 
dignity and without discrimination. Many countries have adopted 
necessary legislative measures in this regard. 
DEARTH OF LEGISLATION ON HIV/AIDS IN INDIA 
The situation in India is so pathetic that AIDS is still seen more as 
social problem and not as a problem to be handled with scientific and 
legal approach. This lukewarm attitude of the government could be 
gathered from the fact that no attempt has been made so far, to enact a 
legislation to combat the threat of AIDS, whatever might be the 
approach of the legislature, the HIV virus has been deeply rooted and 
spreading day by day like a wildlife and posing a challenge to the 
medical scientists and the judiciary in India. 
Proposals to bring in a legislation remained as a dead letter and these 
efforts could not see the light of the day. For the time being, these state 
of affairs in India had been managed by the provisions of penal laws and 
personal laws. The issues related to human health to same extent, are 
protected by the statutory provision and more so under the fundamental 
rights under Articles 16(1), 21, 38, 39, 42 and 47 and directive 
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principles of the constitution. It is to be noted that there is a rapid 
growth in the number of countries which have introduced special legal 
measures, related to AIDS whereas, in India this branch is left 
untouched. The legislations relating to AIDS in the western countries 
are marked by a dominance of fear of its consequences on the society 
and this has resulted into enacting coercive statutes. 
Where there is no legislation, it becomes the obligation of the judiciary 
to prescribe guidelines and rules that fill the dearth and thus work as an 
indirect legislation. Hence, the judiciary in India has slowly imbibed 
some activitism whenever any AIDS related matters are brought before 
them. The dearth of legislation could be filled up by the judicial 
pronouncements which work as guidelines until an enactment is brought 
into force. 
In India, the first legislative attempt has been made by introducing the 
AIDS prevention Bill 1989, in the Rajya Sabha on August 18, 1989. The 
Bill seeks to provide effecting measures to prevent and control the 
spread of HIV by detecting persons infected, preventing transmission by 
them of infections to others and by providing the counselling and health 
education. It also seeks to provide for specialised medical treatment and 
social support to persons suffering from AIDS. However the Bill has not 
yet become the Act. In 2006, with the aim of curbing the mename called 
HIV/AIDS, and to enact an effective law which will protect the human 
rights and dignity of the people living with HIV/AIDS (PLWHA), The 
HIV/AIDS bill 2006 has been again introduced in the parliament. Till 
date the bill has not taken a shape of the law. 
JUDICIAL RESPONSE TO TACKLE HIV/AIDS IN INDIA 
Acquired Immuno Deficiency syndrome (AIDS) is a dreadful disease 
without any cure but it can only be prevented. A person who is found to 
be HIV positive, nowadays is isolated by the society and sometimes 
even by his own family members and blood relatives, under the 
misconception that AIDS is easily communicable. At the same time, it 
cannot be disputed that even the AIDS patients have certain fundamental 
rights and legal rights which they cannot be deprived of merely because 
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they are HIV/AIDS infected. It is in this background that Supreme Court 
of India has given a landmark judgement, resolving certain complex 
legal issues. 
Mr. 'X' v/s Hospital *Z': Case analysis 
In 'X' Vs. Hospital 'Z' ^^^ case, a division bench of the supreme court, 
consisting of Justice S. Saghir Ahmad and Justice B.N. Kirpal dealt with 
the various aspects relating to rights of AIDS patients. The main issues 
agitated before the court were whether-
(i) Right to marry is an absolute right 
(ii) HIV/AIDS patients have a right to marry and right to privacy 
(iii) Right to health takes precedence over right to privacy 
(iv) Medical practitioners have an obligation not to disclose the AIDS 
disease and identity of the patient etc. 
RATIO OF THE DECISION 
The Supreme Court has extensively dealt with the above issues and also 
other related issues, with the help of many International covenants, 
statutory provisions and decided cases. 
Duty of doctors to maintain confidentiality in AIDS cases: 
Regarding the contention that right to privacy is a fundamental right and 
that persons in the medical profession have an obligation to maintain 
confidentiality, the court referred to the (i) Hippocractic Oath 
administrated to doctors, (ii) covenant to maintain secrecy and 
confidentiality in the International Code of Medical Ethics and (iii) 
relevant law in India. The Indian Medical Council Act 1956 in sec 20-A 
empowers the Indian Medical council to prescribe standards of 
professional conduct, etiquette and a code of ethics for medical 
practitioners. Similarly section 33 of the Act, empowers the council to 
make regulations, providing interalia for standards of professional 
conduct and etiquette of the code of ethics to be observed by medical 
practitioners. Under these provisions, the code of Medical Ethics was 
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drafted by the Indian Medical Council which inter alia provides as 
under: 
Do not disclose the secrets of a patient that have been learnt in the 
exercise of your profession. Those may be disclosed only in a court of 
law under orders of the presiding Judge. 
Based on this provision, it was argued before the Supreme Court that the 
doctor's duty to maintain secrecy has a correlative right vested in the 
patient that whatever has come to the knowledge of the doctor would not 
be divulged and it is this right which was violated by the respondents. 
However, the court after going through the entire gamut of facts and law 
referred to the guidelines on HIV infection and AIDS issued by the 
general medical council of great Britain which interalia, provide that a 
doctor may consider it a duty to ensure that any sexual partner is 
informed regardless of the patient's own wishes. Ultimately the Supreme 
Court held that public interest would override the duty of 
confidentiality, particularly where there is an immediate or future health 
risk. On this count, the court upheld the action of the respondent 
hospital, in disclosing the HIV positive status of the appellant to the 
hitherto prospective bride and others. 
Right to Privacy of AIDS patients: 
The court has also extensively discussed the nature of the 'right to 
privacy' in general and that of AIDS patients in particular. The division 
bench referred to evolution of the right to privacy as a fundamental right 
emanating from the right to life and personal liberty under Article 21 of 
the constitution of India in Kharak Singh Vs. State of U.P.^ ^^ Gobind Vs. 
State of M.P. ^'^\ Malak Singh Vs. state of P&H ^'°' and the Auto 
Shankar case ^ ' \ The court also referred to a few American decisions 
like Munn V s. Illinois '^^ ^ Wolf Vs. Colorado '^^ ^ and Roe Vs. Wade"^' 
and also Article 8 of the European Convention on Human Rights, and 
emphatically declared; 
As one of the basic Human Rights the right of privacy is not treated as 
absolute and in subject to such action as may be lawfully taken for the 
prevention of crime or disorder or protection of health or morals or 
protection of rights and freedom of others. 
The court in the instant case, thus concluded that, having regard to the 
fact that the appellant was found to be HIV positive, its disclosure 
would not be violative of either the rule of confidentiality or the 
appellant's right of privacy as Ms. 'Y', with whom the appellant was 
likely to be married was saved in time by such disclosure, or else, she 
too would have been infected with the dreadful disease if the marriage 
has taken place and consummated. 
Right to AIDS patient to Marry: 
During the course of the judgement, the court also discussed the issue of 
the right to marriage of AIDS patients. It noted that having regard to the 
age and biological needs, a person may have a right to marry but this 
right is not without a duty. Since mental and physical health is of prime 
importance in marriage, any person suffering from a venereal disease 
which is communicable in nature, may not claim a right to marry as an 
absolute right. 
In this context, the apex court referred to the grounds of divorce 
available to a married person including the "suffering from venereal 
disease in a communicable form" of the other spouse under different 
laws.^'^^ The court also cited section and distinct offences by providing 
that if a person, negligently or unlawfully, does an act which he knew 
was likely to spread the infection of a disease, dangerous to life, to 
another person, then the former would be guilty of an offence and held 
that if a person suffering from the dreadful disease 'AIDS' knowingly 
marries a woman and thereby transmits infection to that woman, he 
would be guilty under the provisions of IPC. 
Justice Saghir Ahmad rigidly held that so long as the person suffering 
from 'AIDS' disease, is not cured of that communicable disease or other 
venereal or impotency, the right to marry cannot be enforced through a 
court of law and shall be treated as a "suspended right". 
Right to Health Vs. Right to Privacy 
As a result of the judiciary invoking the theory of 'emanation' from 
Article 21, it has now been firmly established that both the rieht to 
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privacy and the right to health 'have acquired the status of fundamental 
rights'. In the instant case, obviously there was a conflict between the 
right to privacy of an AIDS patient and the right to healthy life of his 
fiancee. The court while dealing with such a conflict observed: 
"where there is a clash of two fundamental rights, as in the instance 
case, namely the appellant's right to privacy as part of right to life and 
Ms. 'Y' right to lead a healthy life which is her fundamental right under 
Article 21, the right which would advance the public morality or public 
interest, would alone be enforced through the process of the court." 
Thus the court has emphatically declared that, if there is a conflict 
between fundamental right of two parties, that right which advance 
public morality or public interest would be enforceable, probably 
relying upon the concept of utilitarianism. 
The foregoing analysis makes it clear that the Supreme Court has 
delivered an important judgement capable of far reaching consequences, 
affecting the right of AIDS patients in India. This is a welcome step, 
particularly because it dispels many misconceptions about the right of 
unfortunate AIDS victims. By holding that: 
(i) AIDS patients do not have a right to privacy as to their HIV 
positive status. 
(ii) They do not have a right to marry since such right is not an 
absolute right, and 
(iii) That the doctors are under a legal obligations to disclose the HIV 
positive status to the concerned persons. 
The Supreme Court has delivered a timely and landmark judgement in 
the instant case. However it may not be out of place to mention here that 
judiciary has declared in many cases which are dealt with, in the coming 
pages, including this case that government jobs or services cannot be 
denied to AIDS patients, as had been laid down in a number of 
American and Indian decisions.^'^^ 
This judgement also implicitly reminds the legislatures in India that in 
the laws dealing with divorce in India like the Hindu Marriage Act 1955. 
235 
the Indian Divorce Act 1869, the Special Marriage Act 1954 and the 
Parsi Marriage and Divorce. Act 193^, there is a need for amending the 
grounds for divorce, by explicitly including 'AIDS' as one of the 
grounds. Such an amendment may go a long way in protecting the life 
and health of the innocent spouse and children in at least a few cases. 
JUDICAL PRONOUNCEMENT 
The Courts have protected people with HIV/AIDS against discrimination 
in employment and services, but the issue of the right to health of 
persons with HIV is a new and emerging area of adjudication. In 
addition, to developing reasonable and sound jurisprudence in the field 
of HIV/AIDS, the Courts in India are also keeping close watch on the 
policy aspects. The Supreme Court of India has played decisive role in 
realization of the right to health by recognizing it as a part of the 
fundamental right to life and issuing a number of important directions to 
the state authorities for the discharge of their duties. The main means by 
which the Supreme Court has achieved equivalence between civil rights 
and their economic and social counterparts has been through the 
application of an expansion of Article 21 of the Constitution relating to 
Right to Life. 
Broadly the Indian judgements can be classified into following 
categories. They are as follows: 
1. Blood Safety 
2. Public Health 
3. Public Interest Litigation 
4. Quacks 
5. Discrimination 
6. Cofidentiality 
7. Access to Medicines 
BLOOD SAFETY 
1- P. v/s Union of India '^^ * 
The Petitioner, a pregnant lady was admitted for delivery of her child at 
a hospital under the administrative control of the Indian Navy. After 
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delivery the Petitioner required blood transfusion. A sailor donated fresh 
blood to hospital, which did not come from the blood bank of the 
hospital as require under the provisions of the Drugs & Cosmetics Act. 
The sailor's blood was not tested for HIV at the time of donation. He 
was later found to be HIV+. It was clear that the petitioner became 
HIV+ on account of the negligent transfusion of blood to her. 
The Court observed that since the hospital was under administrative 
control of the Indian Navy, the Indian Navy had a duty to compensate 
the petitioner. An offer was made by the Ministry of Defence, and in 
particular, the Indian Navy to the petitioner which included: 
a) A Government job at Kolkata or the place where she desired, 
provided MOD organization exists in that area. 
b) Accommodation on her appointment on the usual terms and 
conditions. 
c) A sum of Rs. 10 lakhs from the date of filling of the writ petition 
@18% interest. 
d) Medical treatment at the cost of the Government. 
The defendants made a request that this compensation package should 
be part of the court judgement, which the court accepted. The petitioner 
was agreeable to the offer and the Court passed the judgement in terms 
of the compromise arrived at by the parties and disposed the writ 
petition by directing the Union of India to implement its decision not 
later than three months from the date of service of a copy of this 
judgement upon the appropriate authority. 
2- M. Chinnaiyan v/s Sri Gokulam Hospital & Queen Mary's 
Clinical Laboratory '^^ ^ 
The Appelant's wife underwent a hysterectomy operation, at the 
Respondent Hospital in 1990 where she was transfused 2 units of blood 
in the post-operative period which was procured from the Respondent 
laboratory in 1990. In mid-1994 the Appellant's wife developed 
recurrent loose motions, weight loss, respiratory infection and difficulty 
in swallowing etc. On being tested she was found to be HIV positive and 
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showed symptoms of full-blow AIDS. In July 1995, she developed left-
sided hemiparesis, oral candidiasis and TB. Later she was diagnosed 
with glioma of the brain and died in August 1995. 
Her husband filed a complaint before the State Consumer Redressal 
Forum suing the hospital and pathology laboratory for deficiency of 
services under the Consumer Protection Act. His Complaint was 
rejected. Aggrieved by this order he appealed to the National Consumer 
Dispute Redressal Commission (National Commission). The National 
Commission observed. 
a) The 1^ ' respondent gave blood transfusion without obtaining the 
consent of the patient and that the concerned doctor negligently 
transfused blood, as he did not inform the petitioner's wife about 
the benefits, risks or alternatives of blood transfusion, which 
amounted to deficiency of service under the Consumer Protection 
Act. 
b) Furthermore, the Drugs and Cosmetics Rules, 1945, requires that 
every licensee of a blood bank get samples of every blood unit 
tested for freedom from HIV antibodies, which the 2"'' respondent 
had failed to do. 
c) As compensation, the Commission awarded Rs. 4,00,000 (Rs. 4 
lakh) with interest at the rate of 6% p.a. from the date of filling 
the complaint, which was to be paid jointly and severally by the 
respondents and Rs. 10,000 as other costs. 
The important principle evolve from this case is that it is important that 
the patient should be informed about the implications of blood 
transfusion before transfusing the blood by a doctor. This decision will 
go a long way in safe transfusion of the blood, failing to follow these 
instructions of the National Commission will certainly make hospital, 
doctor and blood bank accountable for their negligence. An appeal made 
by one of the respondents to the Supreme Court was dismissed. 
3. M Vijaya v/s Chairman, Singareni Collieries Hyderabad *'^ * 
In this present case, the petitioner's husband was an employer of the 
company for the past 17 years, underwent a hysterectomy at the 
238 
company's hospital in January 1998, for which her brother donated 
blood. Fifteen days later, she fell sick and was advised further tests, 
which revealed that she was HIV positive. Her husband tested negative, 
while her brother tested positive. In its counter affidavit, the hospital not 
only disclosed facts about the widespread prevalence of HIV/AIDS in 
the collieries but also admitted that it had not tested the blood of the 
donor before accepting it. The Court observed the negligence on the part 
of doctors and could not be condoned. The Court awarded compensation 
as a public law remedy in addition to and apart from the private law 
remedy for tortuous damages. The court directed Singareni Collieries to 
pay Rs. 1 Lakh towards medical costs, in addition to the special or 
general claims for damages that the petitioner might make. 
The Andhra Pradesh High Court observed that AIDS is a public health 
issue and one that needs to be articulated in terms of the constitutional 
guarantee to the right to life, making employers and health providers 
accountable for any negligence, omission or failure to conform to 
procedure. 
PUBLIC HEALTH 
1- Lucy R. D' Souza v/s State of Goa ^^ °^  
The Goa, Daman and Diu Public Health Act (1985) authorized the State 
of Goa to mandatorily test any person for HIV and isolate persons found 
to be HIV positive and on such conditions as may be prescribed for 
AIDS for such period. Dominic D. Souza had gone to donate blood. He 
was found to be HIV+ve whereupon he was quarantined in a TB 
hospital. 
The provision was challenged in a writ petition filed in the Goa Bench 
of the Bombay High Court by Dominic's mother Lucy D. Souza on the 
ground that the section 53 (i) (viii) of the Goa, Daman and Div Public 
Health Act, 1985, which was amended in 1987 was not reasonable and 
violated fundamental rights of Dominc D. Souza under Articles 14. 
19(1) (d) and 21 of the Constitution on the grounds that: 
a) Provision for isolation was based on wrong scientific material and 
foundation; 
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b) Object sought to be achieved by the Act is nullified by the 
isolation provision; 
c) Discretion to isolate a person was uncontrolled and unguided; 
d) Provision for isolation is procedurally unjust and unfair in the 
absence or right of hearing. 
The Bombay High Court observed that: 
• Isolation, undoubtedly, has several serious consequences. It is an 
invasion upon the liberty of a person. It can affect a person very 
adversely in many matters including economic. It can also lead to 
social ostracization. But in such matters individual rights have to 
be balanced against the public interest. Infact liberty of an 
individual and public health are not opposed to each other but are 
well in accord. In case of conflict between the right of an 
individual and public interest, the former should yield to the 
latter. Isolation is not merely in the interest of the society and in a 
given case it may also be in the interest of an AIDS patient, 
because he may become desperate and lost all hopes of survival 
and therefore has to be saved against himself. These may be 
reasons causing experts to consider isolation as one of the 
preventive measure. 
• Isolation can sometimes be counter-productive, since the patient 
may go underground or may not disclose the ailment and 
(therefore) science and non-discrimination is the ideal way of 
dealing with the situation. However 'ideal' is not always 
'practical' in life and when such a risk to the public health exists, 
erring on the safer side may be permissible. There is a division of 
public opinion as to whether body fluids, such as tears, saliva, 
semen, faeces, breast-milk etc. can also be the transmission routes 
of the HIV virus What was considered definite yesterday may not 
be so considered today and what is considered definite today may 
not be so considered tomorrow. 
• This matter essentially fell in the realm of policy. This policy 
decision was taken by those who were in charge of advancing 
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public health and who were equipped with the requisite know-
how. The legislature understood and appreciated the needs of its 
people. Good faith and knowledge of existing conditions was to 
be presumed in its favour. As the legislative policy of the Act was 
clearly to prevent the spread of AIDS, in public interest the 
legislature formulated the policy of isolating the HIV positive 
person for its own guidance. Though the possibility of misuse of 
power to isolate cannot be ruled out, the existence of such 
possibility was no ground for invalidating the source of the 
power. The principle of audi-alteram partem had to be read into 
each administrative action, if it affects a valuable civil right 
because fair play demands it. But the principle can be excluded if 
the circumstances and fair play so warrant. Requirement of prior 
notice or hearing can frustrate the object of isolation and may not 
be even applicable. The Act did not exclude post-decisional right 
of making representation against the decision to isolate. Therefore 
absence of pre-decisional hearing in the Act did not violate 
Articles 14, 19(1) (d), and 21 of the Constitution of India. 
However, after the Judgement had been passed, the Government decided 
not to implement the impugned Act. 
2- LX v/s Union of India, Delhi High Court ^^ '^  
LX, and undertrial, tested HIV-positive. A drop in his CD4 count 
necessitated his commencement on antiretroviral therapy (ART). 
Subsequently, LX was released on bail. LX then filed a petition praying 
that the Government ought to continue to provide him ART despite his 
release. 
In a series of interim orders, the Delhi High Court directed the 
government to continue to provide ART to LX, Later, LX was directed 
to present himself at the All India Institute of Medical Sciences (AIIMS) 
with his past records for the continuation of his treatment. Pursuant to 
the commencement of the ARV roll-out by the Government of India in 
April 2004, the High Court directed the government to provide ART to 
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LX under the ARV roll-out programme and to reimburse AIIMS for the 
costs incurred by them in providing treatment to LX. 
3- Shri Subodh Sarma & Anr. v/s State of Assam & ors. ^ ^^ ^ 
This case was of the nature of a Public Interest Litigation for the proper 
utilisation of funds from the Centre allocated for the AIDS programme 
of the State of Assam. The grievances of the Petitioners included, 
amongst others, lack of systemized data, general awareness among the 
public and proper documentation, blood banks operating without license 
and control, misallocation of funds, discrimination against HIV infected 
person etc. 
The Assam Court disposed of the writ petition by directing the 
respondents to: 
• Properly implement the guidelines and strategies formulated by 
the National AIDS Control Organization (NACO) in letter and 
spirit. 
• Not to divert the funds released by the Government of India to 
any other Heads of Account except for the purpose of 
implementation of the programme as per guidelines and strategies 
formulated by the NACO and the funds withheld so far be 
released for the programme, if not already lapsed. 
• Make enquiry by appropriate agencies as to the irregularities in 
funding affairs, as alleged, and take appropriate remedial 
measures, if necessary. 
• Close Blood Banks operating in the State without valid licenses 
and establish a State Transfusion Council to regulate the affairs of 
the Blood Banks in the State ensuring that all tests mandatorily 
required to be done as prescribed by the World Health 
Organisation before transfusion of blood is carried out. 
• Open AIDS Counselling Centres at different State Hospitals 
through out the State and ensure effective functioning of the 
Centres, and appoint trained and qualified persons for AIDS 
Management Programme to prevent the spread of AIDS in State. 
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• Provide adequate equipment and other facilities in the three 
Medical Colleges in the State of Assam and post trained persons 
to participate effectively in the AIDS management Programme. 
• Evolve effective monitoring system to supervise the 
implementation of the programme including regular audit of 
accounts subject to the guidelines framed by the NACO in this 
behalf in addition ot regular audits. 
• Ensure that persons suspected to be suffering from HIV/AIDS are 
not refused treatment in the hospitals. 
PUBLIC INTEREST LITIGATION 
Sanmitra Trust and Another v/s State of Maharashtra and Others'"^ 
In July 2005, the State of Maharashtra amended the Bombay Police Act 
prohibiting performance of dance of any type in eating houses, permit 
rooms or beer bars. However, three starred and above hotels, cinema 
theatres, auditoriums etc. were excluded from this ban. Sanmitra Trust 
(which provides HIV and STI related services to bar dancers in the 
Malvani area of Mumbai which houses about 6000 women working as 
bar dancers in different bars in Mumbai) and Ekta Self Help Group (a 
group formed by bar dancers), filed a public interest petition challenging 
the constitutional validity of this ban. 
The Petitioners alleged an infringement of the right to equality 
Articlesl4 and 15, right to life Article 21, right to freedom of speech 
and expression Article 19(1) (a) and right to freedom to practise a 
profession Article 19 (l)(g). 
In April 2006, the Bombay High Court held the amendment law to be 
unconstitutional as being violative of Article 14, and 19(l)(g) of the 
Constitution of India. The court also held that the law was not violative 
of Articles 15 and 21. 
In another PIL on 27.3.2007 The Karnataka High Court Passed an 
interim order in a Public Interest litigation filed by Karnataka Network 
of Positive People Living with HIV/AIDS, (KNP+) against some persons 
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in Karnataka who are claiming a cure for HIV/AIDS, Drug controller, 
NACO and others. 
The Petitioner network had petitioned that the Respondent are violating 
the right to life and right to health of people living with HIV/AIDS 
(PLWHAS) by giving false and untested drugs to persons claiming that 
the said drugs shall cure them of HIV/AIDS. It was also pointed out that 
the State Government, Drug Controller General of India. Drug 
Controller, NACO and the KSAPS (Karnataka State AIDS Prevention 
Society) who are the concerned authorities had not taken any steps 
against such quacks. The Respondent had filed their replies denying the 
allegations. Further the Drug controller had replied stating that they 
have conducted enquiry against the said Respondent had filed the 
documents pertaining to the said enquiries. The other parties had also 
filed their replies. After hearing all the parties at length the Hon'ble 
High Court made the following observation: 
• Respondent were restrained from issuing or publishing any 
advertisements, brochures, pamphlets, press releases or any other 
information or material including putting up of website or any 
other information on the internet, claiming to have a cure or 
treatment for HIV/AIDS through any drugs, treatment or 
alternative medicine. 
• Respondent are also restrained from manufacturing, selling, 
distributing and marketing any drugs claiming to provide 
treatment or cure for HIV/AIDS. 
Respondent (NACO & Drug Controller) are directed to keep vigil 
against false propaganda or publication regarding treatment of 
HIV/AIDS and to take immediate and effective action against the 
persons who violate the provisions of Karnataka Act No. 9 of 
1962 and the Drugs and Magic remedies (Objectionable 
Advertisements) act 1952 or any other law on the subject. 
Respondent (NACO) is directed to pursue and proceed with the 
criminal proceedings/ actions already initiated against the other 
Respondent. 
244 
QUACKS 
India Network of Positive People v/s T.A. Majeed & Ors. ^^"^^ 
In 1993 the Drug Controller of Kerala issued a licence to one T.A. 
Majeed to manufacture 'Immuno QR' powder—an Ayurvedic Medicine 
claiming to increase the resistance of persons of certain ailments, like 
night sweats, fever, cough and skin problems. Majeed started selling 
Immuno QR as a "cure" for AIDS. Consequently, in September 1997. 
The Drug Controller cancelled Majeed's licence. Majeed challenged this 
order before the Kerala High Court which stayed the Drug Controller's 
order; this meant the Majeed could continue manufacturing and selling 
the drug till the final disposal of the case. As a result, Majeed was also 
able to continue advertising and selling Immuno QR as a "cure" for 
HIV/AIDS. 
Between 2000 and 2001, petitions were filled in the Bombay and Kerala 
High Court by the Maharashtra Network of Positive people (MNP+) and 
the Peoples Union for Civil Liberties (PUCL) respectively to prevent 
Majeed and others from advertising any cure for HIV/AIDS. Both 
Courts restrained Majeed from advertising Immuno QR as a cure for 
AIDS. 
However, Majeed was allowed under the Kerala High Court's previous 
order to continue the manufacture and sale of Immuno QR. It was in this 
case, originally finally -filed by Majeed to challenge the Drug 
Controller's order, that the Indian Network for People living with 
HIV/AIDS (INP+) filed an intervention application. 
In December 2001, the Kerala High Court restrained Majeed from 
manufacturing any drug for which a licence was required. In response, 
Majeed filed a Special Leave Petition (SLP) in the Supreme Court, 
which sent the matter back to the Kerala High Court directing Majeed 
not to manufacture Immuno QR. 
When the matter was taken up by the Kerala High Court in August 2003, 
it was informed by the government pleader that a committee consisting 
of experts in the field of ayurvedic medicine has been set up but had 
failed to meet. The government asked for three months time. However 
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the High Court allowed Majeed to manufacture and sell Immuno-QR as 
long as he did not advertise it as a cure for AIDS until the committee 
gave its report. The High Court further directed the government to 
clinically test the drug and submit its report to the Court. Effectively 
Majeed continued to manufacture and sell the drug. 
INP+ then filed an SLP in the Supreme Court against the order of the 
Kerala High Court. On the 3'^ of January 2007, the SLP filed by INP+ 
came up for hearing before the Supreme Court, the Court; 
• Passed an order setting aside the order of the Kerala High Court 
which had suspended the Drug Controller's order of cancellation 
of the Drug and substituted that order with its own earlier order 
that directed Majeed not to manufacture Immuno QR till the final 
disposal of the case. 
• Said that it cannot be a valid ground to stay the order of the Drug 
Controller that the committee had not been able to examine the 
drug and file its report. 
• Directed the Kerala High Court to expedite the hearings and 
dispose of the Petitions pending before the court preferably within 
three months. 
Majeed was thus restrained from manufacturing and selling Immuno QR 
till the final disposal of the cases pending in the Kerala High Court. It is 
submitted that the Courts are very much aware about the menace of 
HIV/AIDS and also the spurious drugs. The Kerala High Court rightly 
issued the direction for the cancellation of the manufacturing of the 
drug. 
DISCRIMINATION 
1- MX v/s ZY ^ 2^ ' 
The Petitioner was working as a casual labourer with ZY corporation 
since 1982. After working for sometime as a casual labourer, MX was 
put on a selection panel of casual labourers for confirmation to a regular 
post. In 1990, he was required to go for a medical examination as his 
post was going to be regularized. The examination revealed that MX 
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was asymptomatic HIV positive, but otherwise physically fit. After 
learning the results of his medical examination, the Respondent deleted 
MX's name from the selection panel of casual labourers, and terminated 
the MX's contract. 
MX filed a Writ Petition in the Bombay High Court. ZY based their case 
on the rules framed by them which provided that all employees should 
undergo mandatory testing for HIV and those testing HIV positive 
would not be recruited. MX argued that rules and the actions of ZY 
violated Article 14, 16 and 21 of the Indian Constitution. 
The Bombay High Court observed that: 
• In proper cases like where a person can show that she/he would 
not be able to prosecute his/her if his status is disclosed and in the 
interests of the administration of justice, the Court will permit the 
plaintiff or petitioner or party before it to suppress his/her identity 
and prosecute or defend the proceedings in the assumed name. 
• Medical tests must pass the rigour of Articles 14 and 21. The High 
Court stated that no person could be deprived of his or her 
livelihood (employment) except by procedure established by law 
and that the procedure must be just, fair and reasonable. It held 
that: 
a) If a person is fit to perform his job functions; 
b) Is otherwise qualified and 
c) Does not pose a substantial risk to fellow workers; A 
government/public sector employer cannot deny him 
employment because he is HIV+ve. 
d) Each determination of whether a person is rendered 
incapable of performing the job must be made on the facts 
of the case by conducting an individual enquiry taking into 
account the state of medical knowledge at the time. 
Accordingly, the High Court found that his dismissal was arbitrary, 
unjust, and unlawful. The High Court quashed the order to delete the 
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petitioner's name from the selection panel, and order that the respondent 
consider appointing the petitioner in a regular post, restore the 
petitioner's seniority, and pay the petitioner back wages. The Petitioner 
was asked to go for further tests. 
It is now firmly settled that, no person can be deprived of his right to 
livelihood except according to procedure established by law. Such 
procedure established by law, has to be fair, just and reasonable. In 
other words, such procedure must pass the rigour of Article 14 of the 
Indian Constitution. The rule providing that a person must be medically 
fit before he is employed or to be continued while in employment is 
obviously, with the object of ensuring that the person is capable of or 
continues to be capable of performing his normal job requirements and 
that he does not pose a threat or health hazard to the persons or property 
at the work place. The person who, though has some ailment, does not 
cease to be capable of performing the normal job functions and who 
does not pose any threat to the interests of other persons at the work 
place during his normal activities cannot be included in the aforesaid 
class. Such inclusion in the said class merely on the ground of having an 
ailment is, obviously arbitrary and unreasonable. 
2- X v/s State Bank of India ^^ ^^  
A person living with HIV cannot be denied opportunity of employment 
merely on ground of his HIV+ status. X was tested positive for HIV. He 
was orally informed by his supervisor at the bank that he was rejected 
on grounds of his HIV positive status. X kept visiting the bank but he 
was not asked to undergo further fitness test or given a letter rejecting 
his application. In February 2002 X's advocate sent a legal notice to the 
bank calling upon the bank to recruit him as hamal cum sweeper with 
effect from April 1997. The Bank responded to the notice alleging the X 
had not reported back to the bank after testing positive for HIV for the 
mandatory further fitness tests. 
X therefore approached the Bombay High Court. The Court relied on the 
decision of the Division Bench in MX vs. ZY case. 
The Bombay High Court observed that: 
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• X cannot be denied opportunity of employment but due to the 
passage of time in the instant case, he would have to undergo 
reasonably required tests for his physical fitness. 
• It directed the Dean of J.J. Hospital, Mumbai to get X examined 
by panel of doctors and submit a fitness report within four weeks 
from the date of the judgement. 
• The bank was to consider the case of Mr. X for absorption, 
subject to his medical eligibility, on priority basis and till then he 
may be considered as casual labourer. 
3- X v/s the Chairman, State Level Police Recruitment Board & 
Ors/"> 
The Petitioner, a Reserve Police Constable, had applied for the Post of 
Sub-Inspector of Police (Civil). Though he qualified both the physical 
and written tests and was provisionally selected as Sub-Inspector of 
Police, he was denied appointment on the ground that he had been tested 
HIV positive. The Police Department relied on Order 70(3) of the A.P. 
Revised Police Manual which prohibited the appointment of, otherwise 
eligible, HIV positive candidates as Sub-Inspector of Police. 
On being denied appointment, the petitioner first approached the Andhra 
Pradesh Administrative Tribunal which held that he was not entitled to 
any relief on the ground that Order 70(3) of the A.P. Revised Police 
Manual permitted the state not to employ HIV+ve persons. Against the 
order of the Tribunal he filed a writ petition in the Andhra Pradesh High 
Court challenging Order 70(3) of the A.P. Revised Police Manual which 
prevented recruitment of HIV+ve persons. The Petitioner gathered 
medical evidence that an HIV infected person is healthy, functional and 
productive during the asymptomatic period which ranges from 3 to 18 
years till the onset of AIDS. Hence, denial of employment to a person 
only on the ground of being HIV positive infringes his right to life and 
livelihood itself. 
The High Court relying on MX v ZY case, held: 
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• That a person, who was fit, otherwise qualified and posed no 
substantial risk to others, cannot be denied employment in a 
public (state) sector entity. 
• The impugned order 70(3) was struck down. 
The High Court accordingly directed the Respondent to verify whether 
the petitioner, in his present condition, complied with the physical 
standards prescribed under the Rules and, in case he satisfied the 
required standards, directed them to appoint him as a stipendiary cadet 
Trainee sub-Inspector. It also gave directions that the entire exercise 
should be completed within a period of three months from the date of 
receipt of a copy of this order. 
4- S. Indian Inhabitant of Mumbai v/s Director General of 
Police, CISF and others ^^ *^  
The Petitioner a widow whose husband had died of HIV/AIDS was 
denied compassionate employment. The court held that there should be 
no delay in appointment in all cases of compassionate employment and 
in cases where no such post exist a supernumerary post must be created. 
S (the petitioner) was a widow. Her husband was a Head Constable 
working with CISF. Her husband had died of HIV/AIDS. He was the 
only earning member of the family. S applied for compassionate 
employment which was rejected without any reason and she had to 
vacate the residential quarters allotted to her husband while in service. S 
was in the asymptomatic stage and her immune system was good. She 
also had to incur additional expenses for medical treatment for her 
daughter and herself, both of whom were HIV+. The Respondents 
claimed that no vacancy existed. 
S approached the Bombay High Court on being denied compassionate 
employment. 
The Bombay High Court observed that: 
• There should be no delay in appointment in all claims of 
compassionate employment. 
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• If there exists no suitable post, a supernumerary post must be 
created. 
The court directed the respondents to create a supernumerary post for 
the petitioner within 8 weeks, and consider her case for grant of service 
quarters on priority basis in accordance with the rules. 
5- Chhotulala Shambahi Salve (CSS) v/s State of Gujarat ^"* 
A person cannot be denied opportunity of employment solely on the 
ground of his HIV+ status, if he is otherwise medically fit. Chhotulala 
was selected for the post of unarmed police constable in the Gujarat 
State Police force. He appeared for the medical fitness test. 
The Civil Surgeon classified Chhotulala as "not medically fit" as he was 
HIV-positive without conducting any further medical examination. After 
the Civil Surgeon communicated the letter of fitness to the police force, 
Chhotulala name was deleted from the list of selected persons. Further, 
Chhotulala also alleged that other HIV-positive candidates, whose 
parents were serving in the police force, were appointed. This allegation 
was not controverted by the Respondent. 
The Supreme Court in this case heavily relied on the MX v/s ZY case 
and observed that: 
• HIV-positive person who is otherwise medically fit shall not be 
denied opportunity of employment solely on the ground of his 
HIV-positive status. 
• Deletion of Chhotulala's name in light of the specific instance of 
appointment of two other HIV-positive constables, which were 
not controverted by the Respondent, is violative of Articles 14 
and 16 of the Constitution of India. 
The Supreme Court therefore, directed the Respondent to restore 
Chhotulala to the list of selected persons, send him for further medical 
examination. The Respondent was further directed not to deny 
opportunity of employment to Chhotulala solely on the ground of his 
HIV-positive status, if he is otherwise medically fit. 
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The fight against discrimination of HIV positive person in employment 
suffered a serious setback as two key ministries of the Government of 
India, namely, Home Ministry and Health Ministry had adopted 
diametrically opposite stands before the Supreme Court on recruitment 
of HIV positive people into the police force. The Court has faced a very 
peculiar situation this time where, one ministry of the government of 
India is insisting upon disclosure of the status of HIV/AIDS, whereas 
the other ministry vehemently opposing such move. But the decision of 
the Supreme Court will remove ambiguities and give some necessary 
guidelines, which has to be adhered by all ministries of the government. 
6- Mr. Badan Singh v/s Union of India & Anr ^^^^ 
Mr. Singh the petitioner was enrolled in the Border Security Force on 
12.6.1990. In March 1997 it was discovered by the Respondents that the 
petitioner was suffering from HIV infection. 
Mr. Singh had undergone medical examination, inter alia, at the AIIMS, 
New Delhi, and at the National Institute of Communicable Diseases, 
New Delhi. He appeared before a Medical Board on 16.4.1998 and was 
considered unfit for further service. A Review Medical Board was also 
convened on his request on 24.9.1998 which also arrived at the 
conclusion that the Petitioner was unfit for further service. Mr. Singh 
was medically boarded out from service with effect from 15.2.1999 with 
seventy per cent (70%) disability, on the recommendations of the 
Review Medical Board and the approval of the Component Authority 
under Rule 25 of the BSF Rules. Mr. Singh had asserted that on the date 
of the termination of his services, although he was placed in category 
'EEE', he was capable of performing the duties assigned to him. The 
Respondents made no effort to consider this aspect. 
The following prayers were made by the petitioner, in the writ petition. 
They are as follows: 
1) the petitioner be reinstated with continuity of service, 
2) that he be provided alternative employment to enable him to earn 
his livelihood and pension on attaining the age of superannuation 
and/or 
o^? 
3) alternatively that he be granted all pensionary benefits as 
admission to persons with 100 percent medical disability 
attributed to service. 
The Court observed that: 
• Rule 38 of the Pension rules of the BSF do not disallow a person 
from obtaining pension if the infirmity which permanently 
incapacitates the person does not result from the duties official 
performed. 
• One of the essential functions and duties of the Government and 
any other Authority directly sourced from Government funds is to 
extend medical benefits and support to the suffering. The grant of 
invalid pension is not a paisa more than this basic obligation. 
The Respondents were therefore directed to pay the Petitioner invalid 
pension and interest at the rate of 6% p.a. as well as costs of the 
petition, quantified at Rs. 5000. 
7- G v/s. New India Assurance Co. Ltd ^^ '^  
The petitioner G was a widow whose husband had died while in 
employment of New India Assurance Co. Ltd. 
She had applied to the company for employment on compassionate 
ground, which was rejected by the company. On medical examination 
she was found HIV positive. She had three minor children. The 
Company's doctor had opined that as the Petitioner was HIV positive, 
she was medically unfit. Thereafter, the company had sought an expert 
opinion of Dr. Gilada, who had opined that the widow was medically fit 
to join the Company. He had categorically stated that though she was 
HIV+, she was absolutely asymptomatic and her immunity was still 
intact. Dr. Gilada had also give necessary clinical data justifying that 
she could perform her daily routine work. 
The Court rightly observed that: 
• A person cannot be denied employment only on the ground that 
the person is HIV positive, but otherwise fit. In our opinion, HIV 
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positive status cannot be a ground for rejection for employment as 
it would be discriminatory and violative of the principles laid 
down in Articles 14, 16 and 21 of the Constitution. 
The petition succeeded. The company was directed to appoint the 
Petitioner on compassionate ground in the post were she was appointed 
for temporary period or any other suitable post within a period of four 
weeks from the date of Judgement and give her all consequential 
benefits. 
The most important thing in respect of persons infected with HIV is the 
requirement of community support, economic support and non-
discrimination of such person. Court's cannot be mute spectators where 
relief is denied to the horrendous sufferings of an employee's family on 
account of death of the bread earner. Constitutional philosophy should 
be allowed to become a part of every man's life in this country and then 
only the Constitution can reach everyone and the ideals of the 
Constitution - framers would be achieved since the people would be 
nearer the goal set by the Constitution. 
There is no gain saying that right to earn livelihood is part of Article 21 
of the Constitution. A person cannot be denied employment only on the 
ground that the person is HIV positive, but otherwise fit. HIV positive 
status cannot be a ground for rejection for employment as it would be 
discriminatory and violative of the principles laid down in Articles 14, 
16, and 21 of the Constitution. 
8- R.R v/s Superintendent of Police & others ^^ ^^  
The Petitioner had been provisionally appointed as a police constable 
but his appointment was cancelled solely on the ground of his 
HIV+status. Aggrieved by this, the petitioner challenged the same in 
court. The court inter alia held that his employment should date back to 
the day that he was found physically fit and eligible yet he was 
considered unsuitable, solely on the ground that he was tested HIV 
positive, and accordingly the service benefits shall flow to the applicant 
which shall include counting of past service for purposes of pensionary 
benefits etc. 
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In 1999, RR had applied for the post of police constable. He appeared 
for the interview and was provisionally selected. He was compelled to 
undergo a physical fitness test and his appointment was cancelled due to 
his HIV status. RR challenged this act of the state, before the Karnataka 
Administrative Tribunal by calling into question a circular issued by the 
Director General and Inspector General of Police that mandated that 
applicants testing HIV positive would not be inducted into the 
Karnataka Police force on the ground that it was violative of Articles 14, 
16 and 21. 
The Court referred and relied upon MX v/s ZY ^"^ and Mr. X v/s 
Hospital Z ^^^^ (Right to Marry) 2002 cases. 
The Court then, 
• Declared that a person, who was fit, otherwise qualified and posed 
no substantial risk to others, cannot be denied employment in a 
public (state) sector entity. 
• Declared the circular to be unconstitutional under Articles 14 and 
16 of the Constitution of India. 
• Directed the Government that no denial of employment on HIV 
grounds should occur in the future. 
• Directed the Respondent-State to provide employment to the 
applicant as Police Constable (Civil) from the date he was 
entitled, to, it held; "in other words, his employment should date 
back to the day that he was found physically fit and eligible yet he 
was considered unsuitable, solely on the ground that he was tested 
HIV positive, and accordingly the service benefits shall flow to 
the applicant which shall include counting of past service for 
purpose of pensionary benefits etc". 
Thus the denial of employment the HIV infected person merely on the 
ground of his HIV status is unreasonable and infringes the wholesome 
requirement of Article 14&21 of the Constitution of India. 
2S5 
9- A v/s Union of India (35) 
In this present case, the High Court directed the Respondents to 
entertain the Petitioner's application requesting for a change in job 
profile vide the review petition. 
The Petitioner (A) had joined the Indian Navy as a Direct Entry 
Artificer in October 1985 and was posted in the Submarine branch of 
Indian Navy. The Petitioner was deputed in the crew, to bring the 
submarine INS Sindhurakshak from Russia in 1997. At that time he had 
to undergo medical examination, wherein he was tested HIV positive. 
Therefore, on 21^' November, 1997, the Petitioner was placed in low 
medical category and was continued in service, so as to enable him to 
complete 15 years of service, which will entitle the Petitioner to full 
pensionary and other benefits. 
On 26"" May, 1999, the Commanding Officer of INS Vajrabahu had 
recommended the Petitioner for reengagement for a further period of 
three years. The higher authorities in the Navy informed the Petitioner 
that his case was not recommended as he was HIV positive. Again the 
Staff Officer (Personnel) had requested on 6^*^  January 2000 that the 
Petitioner be reengaged, but the same was rejected by the higher 
authorities on 12"' June, 2000. Therefore the Petitioner approached the 
Bombay High Court. 
The Respondents based their case on the provisions of the Navy Order 
26/93 where a sailor cannot claim re-engagement or even cancellation or 
release from service as a matter of right it is to be decided by the 
competent authority keeping in view the relevant factors, the most 
important one being the service requirements. 
The Petitioner argued that the Respondents letter and Naval Order 26/93 
violated Article 14,16 and 21 of the India Constitution. The Petitioner 
sought the following: the suppression of identity in order to avoid 
further stress and stigma flowing from his HIV positive status: 
declaration that letter and Naval Order 26/93 violates Article 14 and 21: 
and to strike down this Naval Order, and directions to the respondents 
for the re-engagement of the Petitioner in Navy and promotion of the 
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Petitioner and all allowances which the Petitioner had lost since he was 
placed in lower medical category. 
The High Court did not find the letter and Navy order to be violative of 
Article 14 and 21 of the Constitution of India. It therefore dismissed the 
Petition. 
Later on the Petitioner filled the Review Petition to review the above 
order as the Hon'ble High Court had not expressed any opinion on the 
question that whether the Petitioner may be given an onshore duty, 
instead of duty in the submarine. 
The Hon'ble High Court observed that: 
• This matter has to be considered by the authorities, if such a 
request is made by the Petitioner as there is discretion for 
respondents to reengage, but there is no legal right to seek 
reengagement. 
• It was open to the Petitioner to make an appropriate representation 
to the authorities concerned. 
• The Petitioner will make a representation within two weeks time 
and authorities will dispose off the same within one month 
thereafter. 
In majority of the cases related with HIV/AIDS, courts largely delivered 
its judgement more in favour of the individuals suffering from 
HIV/AIDS However only in this case the court adopted restrictive 
approach. 
CONFIDENTIALITY 
1- A, C i& Ors. v/s Union of India and Ors. ^^ ^^  
A Writ Petition was filled by A, a female and C, a male, both of whom 
had been diagnosed as HIV positive. They were desirous of getting 
married to each other. They had filed this Writ Petition in the Bombay 
High Court, seeking clarifications in the light of the Supreme Court 
judgement, in Mr. X v/s Hospital Z case. The Supreme Court in the said 
judgement had held that the persons' right to get married was 
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suspended, during the period when a person is HIV positive. Similarly, 
the Supreme Court had also held that if a person who suffered from HIV 
were to marry, he or she may be guilty of an offence punishable under 
Section 269 and 270 of the Indian Penal Code. 
The Bombay High Court was of the view that as a person suffering from 
AIDS has moved the Hon'ble Supreme Court, on the very same issues 
raised in this Petition, contending that his fiancee had no objection to 
living with him in wedlock, and has sought clarifications from the 
Supreme Court, as to whether a person suffering from a communicable 
disease has a right to marry and even if such a marriage is solemnized 
by mutual consent, whether it attracts criminal action under Section 269 
and 270 of the Indian Penal Code, the Petitioners ought to approach the 
Supreme Court and all the more when now Supreme Court itself was 
seized of the matter. 
Mr. X v/s Hospital Z (37) 
In this case the Supreme Court of India held that infringement of 
suspended right to marry could not be legally compensated by damages 
either in torts or common law. In this case one Itokhu Yepthoni who was 
ailing from a disease, which was provisionally diagnosed as Aortic 
Aneurism was advised to go to the 'Z ' hospital at Madras and the 
appellant (Doctor), was directed by the government of Nagaland to 
accompany the said patient. The appellant was asked to donate blood for 
the later. The appellant's blood group was A +ive. In August 1995 
appellant proposed marriage to one Ms 'Y' which was accepted and the 
marriage was scheduled to be held on 12 December 1995. But the 
marriage was called off on the ground of blood test conducted at the 
respondant's Hospital in which the appellant was found to be HIV 
positive. The appellant went against to the respondent's hospital at 
Madras where several tests were conducted and he was found HIV +ive. 
This resulted in severe criticism of the appellant and the community 
ortracized him. The appellant then approached the National Consumer 
Disputes Redressal Commission for damages against the respondents on 
the ground that the information which was required to be kept 
confidential at common law and under medical ethics was disclosed 
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illegally and, therefore respondents were liable to pay damages. The 
Commission dismissed the Petition on the ground that the appellant 
many seek his remedy in the civil court. Mr. X, therefore approach the 
Supreme Court. 
The Supreme Court, passed a judgement on merits of the issues and 
held: 
a) Although the doctor -patient confidentiality was important and 
part of the medical ethics incorporated by the then Medical 
Council Act, a patient's right to confidentiality was not 
enforceable in a situation where the patient is HIV positive, if he 
stood the risk of spreading it to his prospective spouse. 
b) Since HIV is fatal and the life of the spouse has to be saved, the 
right to privacy of the patients is not absolute in this situation and 
may be restricted. There is nothing wrong, therefore, in Hospital 
informing the prospective spouse of Mr. X's HIV status. 
c) Since Indian matrimonial laws provide venereal disease as a 
ground for divorce, a person suffering from a veneral disease has 
no right to get married till she/he is fully cured and such right 
must be treated as a 'suspended right'. 
d) Since acts likely to spread communicable diseases is a crime 
under the Indian Penal Code, the failure of the hospital to inform 
the spouse of the disease would make them participant criminals. 
e) Patients suffering from 'AIDS' deserve full sympathy; they are 
entitled to all respects as human being. They must have their 
avocation and jobs etc. cannot be denied to them. 
The Supreme Court held that the suspended right to marry could not be 
legally compensated by damages either in Torts or Common law. 
Against this judgment application were filled to review and clarify. 
3- Mr. X v/s Hospital Z ^^ ^^  
This case was filled by lawyers collective HIV/AIDS Unit on behalf of 
its client Mr. X. seeking clarifications and challenging the judgment of 
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the Supreme Court in the case of Mr. X v Hospital Z. in 1998 wherein 
the court had suspended the right of PLWHAs to marry although it was 
never an issue before it. 
The petitioner raised the question that whether a person suffering from 
HIV positive contracting marriage with a willing partner after disclosing 
the factum of disease to that partner will be committing an offence 
within the meaning of section 269 and 270 of IPC. 
The court had rested its decision on the facts of the case that it was open 
to the hospital or the doctor concerned to reveal such information to 
persons related to the girl whom he intended to marry and she had a 
right to know about the HIV positive status of the prospective spouse. 
Therefore; 
• All observations relating to marriage in Mr. X v Hospital Z. 1998 
were not warranted as they were not issues before in the court. 
• The Supreme Court's pronouncements regarding the role of 
hospitals to make disclosure of HIV+ status in Mr. X's judgment 
remain as they were made regarding an issue before it in the case 
(Mr. X's case concerned the issue of breach of confidentiality of 
the petitioners HIV+ status by a hospital blood bank to the 
petitioners relatives). 
• The Supreme Court's judgment in Mr. X v Hospital Z to the 
extent that it suspended the right of People living with HIV/AIDS 
to marry is no longer a good law. The right of an HIV+ person to 
marry is restored. However, this does not take away from the duty 
of those who know their HIV+ status to obtain informed consent 
from their prospective spouse prior to marriage. 
The Supreme Court of India has ruled on the issue of the right to 
confidentiality of subjects with HIV infection and the breach of 
confidentiality in order to protect the health of third parties. The opinion 
of the court is that the Right to privacy and confidentiality is not 
absolute. This right may be lawfully restricted in situations where third 
parties are at risk. Ideally, the disclosure of HIV status of the person 
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should not in any way affect his rights to employment, position at the 
work place, right to medical care and other fundamental rights. 
ACCESS OF MEDICINES 
India has adopted a new patent law from T' January 2005 in order to 
bring the countries patent law in conformity with World Trade 
Organization (WTO) agreement on Trade Related Aspects of Intellectual 
Property Rights (TRIPs). The new Patent Act, 2005, prohibits the 
domestic production of low-cost, generic versions of patented 
medicines, including antiretroviral drugs. 
AIDS is no longer a killer disease. The death rate of HIV has gone down 
in developed countries, the reason for this fact is the availability and 
accessibility of the triple drug combination, Anti Retro Viral Therapy 
(ARV). Antiretroviral drugs are medications for the treatment of 
infection by retroviruses, primarily HIV. Different classes of 
antiretroviral drugs act at different of the HIV life cycle. 
The government of India claims at international fora about its 
commitment in fighting the spread of AIDS in the country, fell fall 
before the Supreme Court. The Court found that the target of 
administering the sole life saving Antiretroviral Treatment (ART) to one 
lakh positive patients by 2005, only 33,000 have got the medication and 
the target which was set to achieve by end of 2005 has shifted to 
2007.<^ )^ 
The Court was hearing a bunch of PILs seeking accelerated steps to 
provide medicare to HIV positive people to prevent an explosion of the 
AIDS Cases in the country. 
Novartis AG, Switzerland v/s Cancer Patients Aid Association, India '^ '" 
In 1998, Novartis a Switzerland based pharmaceutical company, filed an 
application claiming a patent over Glivec, a life-saving cancer drug. 
Glivec is used to treat patients suffering from Chronic Myeloid 
Leukemia (CML). A patient suffering from CML continues to live as 
long as he keeps taking Glivec. 
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Glivec is the b-crystalline form of imatinib mesylate. Imatinib, the free 
base molecule, was invented by Novartis in 1992. The 1993 US patent 
for imatinib discloses imatinib mesylate. Despite this, Novartis filed the 
patent application in India in 1998 and argued before the Patent 
Controller that they had invented two compounds-imatinib mesylate and 
its b-crsyatalline form. The Cancer Patient Aid Assoication filed a pre-
grant opposition, claiming the Glivec could not be patented. The 
Association claimed the grounds of prior publication in an earlier patent; 
obviousness; lack of enhancement of efficacy and incorrect claim of 
priority. 
The Patent Contoller observed that: 
• The 1993 patent claimed all salts related to the free base that was 
being patented. Since Glivce was a salt of that free base, and was 
obtained in the customary manner and was the form that the salt 
normally exists, in Glivec was a known salt and could not be 
patented. 
• Since Glivec's salt form was the most thermodynamically stable 
and also the form that the salt normally assumes, it was obvious. 
• The application only claims a new form of a known substance and 
in view of Section 3 (d) of the Patent Act must show enhancement 
of efficacy. The base substance known at the time of application 
was not imatinib but imatinib mesyslate thus Glivec being only a 
b-crystalline form of imatinib mesylate was deemed to be only a 
new form of a known substance and not an enhancement of 
efficacy. Rejecting Novartis's argument that it was 30% more bio 
available in rats, the controller held that there had been no 
enhancement of efficacy. 
The patent was therefore denied. 
In May 2006, Novartis filed writ petitions before the Madras High 
Court. Dismissing the petition the Madras High Court held that section 
3(d) of Patent Act was not vague or arbitrary and therefore did not 
violate the Indian Constitution. 
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RECOMMENDATIONS BY THE SUPREME COURT OF 
INDIA 
The HIV / AIDS is one of the greatest killers of human beings on earth. 
There is no absolute reliable drug so far available that can cure the 
disease. Controlling HIV / AIDS is an alternate best solution. In control 
measures, large number of stakeholders can play important role. The 
following paragraphs are excerpts on how Supreme Court of India gave 
exhaustive recommendations '^^  ^ to such stakeholders. The discussion is 
part of World Bank Institute's e-conference held in year 2003. The 
recommendations are as follows: 
• The Government of India Repeal section 377 of the Indian Penal 
Code, which effectively criminalizes sex between men and is 
frequently, used as justification for harassment of HIV/AIDS 
educators working with men who have sex with men. Ensure that 
complaints by HIV / AIDS outreach organizations against law 
enforcement personnel are promptly and thoroughly investigated 
by independent, adequately trained investigatory staff of the 
police department or the judiciary. In particular, implement the 
recommendations made by the National Police Commission in 
1980, specifically those that call for a mandatory judicial inquiry 
in cases of alleged rape, death, or grievous injury of people in 
police custody and the establishment of investigative bodies 
whose members should include civilians as well as police and 
judicial authorities . 
• Through the Home Ministry, strengthen training of the police 
force at all levels on the importance of HIV/AIDS prevention and 
the life-saving efforts of HIV/AIDS outreach workers. Monitor 
conditions of detention particularly of women in prostitution and 
men who have sex with men. Ensure accountability of police 
officers and wardens who engage in sexual abuse, as well as other 
violations of national and international standards for conditions of 
detention. Establish a civilian review board or civilian 
ombudsman committee comprising judges and lawyers to monitor 
police stations and ensure that Supreme Court guidelines on 
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treatment of persons in custody, are strictly enforced. NGO input 
should also be solicited. 
Parliament should conduct an inquiry into human rights violations 
against HIV/AIDS outreach workers with an eye toward 
strengthening legal protections. 
Government officials at all levels should use public events and 
contacts with the media to condemn police violence against HIV / 
AIDS workers and to reiterate the extreme importance of HIV / 
AIDS prevention activities for high-risk groups. 
Ratify the Convention against Torture and Other Cruel, Inhuman 
or Degrading Treatment or Punishment. 
India signed the convention in 1997 but has yet to ratify it. 
Include information on the treatment of HIV/AIDS workers in 
future periodic reports to human rights treaty bodies established 
for the: International Covenant on Civil and Political Rights 
(overdue as of December 31, 2001) 
Ensure that state-level AIDS Control Societies funded by NACO, 
in consultation with state-level Home Ministries, develop and 
implement a formal plan for a budgeted program of monitoring of 
and regular public reporting on violence and abuse against 
marginalized groups at high risk of HIV/AIDS. Project directors 
of the State AIDS Control Societies should be required to take 
effective measures to support NGOs working on HIV / AIDS 
prevention and information services when they are harassed by 
local police or other authorities and should work with home 
ministries to ensure all perpetrators of harassment of AIDS 
workers are brought to justice. 
Require directors of the state-level AIDS Control Societies to 
work with the state-level Home Ministries to ensure that police at 
all levels are trained on the fundamentals of HIV transmission and 
care for persons with AIDS and are sensitized to the importance 
of HIV / AIDS prevention among high-risk groups. 
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• Expand access to condoms for women in prostitution and men 
who have sex with men through government health facilities, 
commercial outlets and other means. Every State AIDS Control 
Society director should be required regularly to demonstrate his or 
her society's efforts to ensure that all persons in high-risk groups 
have a reliable and sustainable means of obtaining condoms. Use 
the leadership role of NACO, including public statements and 
appearances by high-level NACO staff, to advocate forcefully for 
the protection of the human rights of groups vulnerable to 
HIV/AIDS, including sex workers (both men and women) and 
men who have sex with men. NACO's stated position in policy 
documents on the central importance of reaching out to men who 
have sex with men in HIV / AIDS programs should be particularly 
emphasized in public events and meetings, especially those 
covered by the media. 
• Ensure that monitoring of police harassment of HIV / AIDS 
outreach workers and other HIV/AIDS-related human rights 
abuses is an important and regular part of World Bank project 
monitoring in India. Accelerate surveillance and monitoring of 
NGO reports of police violence through the United Nations-
supported monitoring system and other means, and ensure 
widespread reporting of data collected on this subject. The World 
Bank should conduct a thorough review of NACO's monitoring of 
human rights violations that impede HIV / AIDS prevention. 
• Strengthen monitoring of state-level allocations of national AIDS 
program funds, paying particular note to the adequacy of state-
level support for groups working with men who have sex with 
men. Ensure that applications of these groups for funds are fairly 
considered. 
Support the repeal of section 377 of the Indian Penal Code as a violation 
of the prohibition against discrimination of men who have sex with men 
and as an impediment to the national response to the HlV/AlDS 
epidemic. Repeal of section 377 is consistent with the United Nations 
International Guidelines on HIV / AIDS and Human Rights. 
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JUDICIAL ACTIVISM 
The Indian courts, while deciding the matter relating to AIDS either rely 
upon the similar decisions of foreign courts or on statutes prevailing 
there on a particular subject matter. 
When questions on the fundamental rights relating to the privacy, life, 
secrecy, movement and healthy environment are challenged before the 
court, in India; the courts, keeping in mind the dearth in AIDS related 
legislation; search for a solution, by relying on the foreign statues and 
decisions of foreign and Indian courts. This aspect of judicial activism 
in AIDS related matter is not only novel but also the need of the present 
day. While deciding the question of discrimination in the employment 
when a person is tested as HIV positive, the courts in India relied on the 
findings of the United States Supreme court, in Mr. Airlines Case. ('*^ ' 
U.S. Supreme Court observed that "whether a carrier of a contagious 
disease such as AIDS could be considered to have a physical 
impairment, or whether such a person could be considered, solely on the 
basis of contagiousness, a handicapped". 
In a landmark judgment, of MX v/s ZY '^*^ ^ case the supreme court of 
India protected the freedom of employment and held that government 
job or service cannot be denied to any person on the ground that he/she 
is infected with HIV virus". The Supreme Court further observed that. 
"The patient suffering from the dreadful disease 'AIDS' deserve full 
sympathy. They are entitled to all respect as human beings. Their 
society cannot and should not be avoided which otherwise, could have a 
bad psychological impact upon them. They have to have their avocation, 
but 'sex' with them or the possibility thereof has to be avoided as 
otherwise they would infect and communicate the dreadful disease to 
others. The court cannot assist such a person to achieve that object". 
While deciding this aspect the supreme court of India went a step ahead 
and negativated and ignored some of the American decisions. 
Another related aspect was also dealt by the Kerala Court in Ms. Rajini 
v/s Kanshi Krishnan '''''^  that when a person suffering from the dreadful 
incurable disease like AIDS, knowingly marries a woman and thereby 
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transmit the infection to that woman he would be guilty of the offences 
under the provision of the Indian Penal Code. Keeping in view, these 
provisions of Penal law, the court held that the petitioner, who is 
infected HIV virus cannot content that the respondents observing the 
rule of confidentiality, should have maintained strict secrecy, in this 
situation. Having regard to the fact that appellant was found to be HIV 
positive, its disclosure would not be violative of the rule of 
confidentiality or violative of the appellants right of privacy as Ms. R, 
his wife was saved in time by the discourse, otherwise she too would 
have been infected with the dreadful disease if the marriage had been 
consumed. 
In Ms. Rajni's case, the court has made a big leap while deciding a 
divorce petition filed by the aggrieved wife. The husband Mr. Kanshi 
Krishnan married to the petitioner in April 1998. Immediately after 
marriage and before the marriage was consummated, she came to know 
that her husband was infected with HIV positive. The wife wanted to 
severe the marital tie and filed the petition in August 1998 i.e. just four 
months after the marriage. The statutory provisions related to divorce, 
on the ground that the spouse has developed an infectious or 
communicable disease; would be applicable only after the completion of 
one year of the marriage. The court, keeping in view, the gravity of the 
nature of the HIV virus and the immediate and future health risk likely 
to be caused to the petitioner, overlooked the statutory restriction of 
'one year after marriage' and granted a divorce as requested by the 
petitioner. By this decision, it is crystal clear that the court on one hand 
protected the rights of the wife and on the other hand prevented the 
spread of the disease further in the interest of public health. 
The judicial activism could be found in this case, from the analysis 
given by the court. It was observed that, 'Mental and physical health is 
of prime importance in marriage, as one of the objects of marriage is the 
procreation of equally healthy children. That is why, in every system of 
matrimonial law, it has been provided that if a person was found to be 
suffering from any, venereal disease in a communicable form it will be 
open to the other partner in the marriage to seek divorce. 
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The court emphasized that in all systems of marriage the importance is 
given that both the spouses in the marriage must have a "healthy body 
with moral ethics", when one law provides "venereal disease" as a 
ground for divorce to either husband or wife. The court, in the instant 
case, used this provision against her husband who was suffering from 
incurable HIV infection. The court exercised its discretionary power and 
granted a divorce to the wife over looking the stipulation that the 
divorce petition is to be made and entertained only when one year period 
after the marriage has been completed. 
There is no doubt that the Supreme Court in Ms. 'X' Vs. Hospital 
'Z'case "^^^^  opened a new era on the issue of AIDS and HIV infected 
cases. A radical view was adopted in this case that the right to 
confidentiality, vested in the HIV infected person was not enforceable in 
present situation. This view is based on the exception to the code of 
medial ethics which permits the disclosure in the circumstances under 
which the public interest would override the duty of confidentiality, 
particularly where there is an immediate or future health risk to others. 
The court have always interpreted the law and applied to law so as to 
promote the cause of justice to meet the expectations of the society as 
per the mandates of the constitution. Similarly, in the absence of any 
statute, it becomes the binding duty of the judiciary under its 
discretionary powers, to protect the interest of the society. The 'X' Vs. 
Hospital 'Z' case has became a landmark verdict in the history of Indian 
Judiciary, in which several aspects of human rights have been dealt 
with more concern human touch, and more over, in the interest of the 
society at large. The Supreme Court has laid down number of guidelines 
for the future and with this judicial activism the court exercised its 
indirect law making powers. These guidelines would be followed by the 
Indian Judiciary whenever any similar matter relating to HIV/AIDS 
appear before them, as this would become a 'Precedent' until a 
wholesome legislation on AIDS is enacted by the legislature in near 
future. 
Recently number of Writ Petitions were filled under Articles 14, 21, 32, 
41, 42 and 47 of the Constitution of India, as there were a large number 
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of HIV positive persons who were denied medical treatment in public 
hospitals on the ground that the persons infected or is suspected to be 
infected with HIV/AIDS. People Living with HIV/AIDS (PLWHAs) 
were being denied basic access to health care and treatment particularly 
by public and state run hospitals and medical institutions. Closely 
associated with discrimination in health care is the issue of Health Care 
Workers (HCWs) denying treatment on account of fear of occupational 
exposure to HIV while treating HIV-positive patients. Further, the 
petition so raised the issue that certain provisions of the Indian Medical 
Council (Professional conduct, Etiquette and Ethics) Regulations, 2002 
were violative of the right to self -autonomy and confidentiality of 
PLWHAs. 
The Petition sought the following directions from the Supreme Court: 
1. Declaration that the denial to treat or discrimination in treating a 
person on the ground that she/he is or is suspected to be HIV 
positive is violative of Articles 14 and 21 read with Articles 
37,41, 42 and 47 of the Constitution of India. 
2. An appropriate writ, order or direction to the Respondent to 
frame, adopt and follow a formal protocol to ensure non-
discriminatory treatment to PLWHAs and for providing Universal 
Precaution and Post Exposure Prophylaxis (PEP) to all its medical 
staff. 
3. For a declaration that certain provisions of the Regulations of 
2002 are violative of Articles 14 and 21 of the Constitution and 
for a writ/direction/order directing the Respondents to amend the 
Regulations. 
Pursuant to filing the Petition, the Government of India started the ARV 
Rollout Programme form 1^ ' April 2004. Consequently, the petition was 
amended to address the shortcomings in the ARV Rollout Programme 
and the right to affordable treatment. The Petitioners submitted the 
directions that they seek from the Court to guarantee the right to 
universal acces to health care of PLHAs. 
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The Government of India then filled a reply to the said directions. 
Briefly the reply stated that:-
• Efforts shall be made to provide anti-retroviral treatment therapy 
to PLWHA's who are eligible clinically 
• Government to establish 250 ART centers covering the whole 
country to provide ART to 300,000 patients under National AIDS 
Control Programme (NACP) Phase III (2007-2011) 
• The ART should be available in an equitable manner to all groups 
including marginalized communities. 
• NACO has supplied CD4 machines to 58 institutions and are to 
procure another 38 CD4 machines and proposed to increase the 
manpower at ART having more than 1000 patients on ART. 
• The effective referral system through 6 Regional Pediatric centers 
is fmalized and under NACP III planned to provide treatment to 
40,000 children 
• The treatment protocols for ART was revised in April 2006 and 
out of the three i.e. Tenofovir, Stavudine and Zidovudine 
recommended by WHO guideline only Tenofovir has been 
recommended by the Expert Committee. 
• The money spent on second and third line ARV drugs is 
exorbitant. The second line ARV drugs are 10-12 times costiller 
than the first line drugs while the third line drugs cost Rs. 10 
lakhs per patient per year. The cost of providing 2"*^  line treatment 
for 10,000 patients would be equivalent to the cost of providing 
first line drugs to 1 lakh patients. Discussions are on with public 
sector pharmaceutical companies to explore the possibilities to 
manufacture second line and third line drugs with a view to bring 
down the cost of the drugs. 
• Under the NACP III it is proposed to up-scale PPTCT services to 
the level of the sub district hospital and community health center 
in all the states of the country and make it available to any 
pregnant woman accessing the government health care system. 
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Additional 1531 Integrated Counselling and Testing centers to be 
established. The counselors and laboratory technicians to undergo 
training and their guidelines and manuals to be revised. 
In accordance with National AIDS Policy, testing is carried out 
with informed consent, confidentiality and in a non-
discriminatory manner in all the Integrated Counselling and 
Testing Centres in the Country. 
NACO has recently updated guidelines for post-exposure 
prophylaxe to Health Care Workers which are being circulated to 
all health care facilities. 
The guidelines for management of opportunistic infection (O.I.) 
have already been updated by the technical committee. 
Cotrimoxazole Prophylaxis is already a part of our O.I. 
programme and is being implemented in accordance with WHO 
guidelines. 
The treatment for O.Is and ART are provided free in government 
hospitals including CD4 tests for those on ART. 
No patient has suffered on account of shortage of drugs and in 
case of an emergency the centers are also authorized to make local 
purchases. During the current year the drugs have been supplied 
for 85,320 patients for the current year though at present only 
39,651 patients are on ART. 
The Union Government has reduced the customs duty to 5% and 
the blood testing kits to 5%. All the drugs for treatment are 
exempted form excise duty and countervailing duty. 
No comments were made with reference to proper implementation 
of Country Coordinating Mechanism (CCM) and accessing the 
Global Health Fund. 
It was decided that public sector pharmaceutical companies 
should explore the possibilities of manufacturing first line and 
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second line antiretroviral drugs with a view to reduce the cost of 
drugs further. 
On 10 October 2007, the Aurangabad Bench of the Bombay High Court 
passed Interim Orders against three quacks Siddharth M. Jondhale, Bhai 
Amarjeet Singh Major Punjab Singh Gill and Dr. Rajesh Pandit, ail of 
whom claimed alternate forms of treatment that purportedly "cures" 
HIV/AIDS. 
The Court has issued and interim orders inter alia prohibiting the 
respondents from claiming through advertisements and any other 
medium a cure or treatment for HIV/AIDS or that they are qualified 
medical practitioners that can provide a cure or provide any form of 
treatment for HIV/AIDS. 
CONCLUDING REMARKS 
The Lawyers Collective HIV/AIDS Unit '^'^ ^ (LCHAU) was requested by 
Shri. Kapil Sibal, Member of Parliament and the National AIDS Control 
Organization (NACO) to prepare a draft legislation on HIV/AIDS to be 
presented to the Parliament in April 2003. This initiative received 
commitment from the Indian government. LCHAU was very excited 
about this opportunity and agreed on two conditions that a) thorough 
research on national and international laws and policies to precede 
drafting of the proposed law and b) involvement of all stakeholders 
through consultations. LCHAU undertook it with a great sense of 
responsibility towards the civil society in ensuring that its concern are 
reflected in the law. 
The last two decades of HIV/AIDS programming has witnessed 
disruptions in efforts to prevent and control HIV among core groups. 
There has been rampant discrimination against PLHAs in health, 
employment, education and families. The existing legal remedies have 
been ineffective and the existing law limits access to life saving drugs 
for people infected with HIV. 
Protecting and promoting the rights of people living with HIV/AIDS 
(PLWHAs), as well as those affected by the epidemic and those most 
vulnerable to it, is central to creating an environment whereby stigma. 
272 
violence and inequity is reduced, if not eradicated. It has been observed 
and established that the creation of a non-discriminatory environment 
based on the principles of human rights is the best public health strategy 
in controlling the spread of HIV/AIDS. Thus the goal for the process is 
to create a comprehensive law which protects the rights of PLHAs as 
well as has the scope to provide rights and protections for other 
marginalized groups. 
Any legislative measure that attempts to address the prevention of HIV 
infection and mitigation of impact of the epidemic must be informed by 
the experiences of people living with and working in the field of 
HIV/AIDS. 
LCHAU conducted nationwide consultations on the draft legislation on 
HIV/AIDS by involving and learning from representatives of the various 
sectors that are impacted by the epidemic. The consultation process, 
which took place, entailed different processes in order to be able to 
exchange views with the widest spectrum of individuals and institutions 
as feasible. The consultation feedback that LCHAU received through 
various processes held at national and state level, was then filtered and 
incorporated in its Draft Legislation '^'^ ^ 
The Consultation process undertaken were:-
1- National Consultations: on PLWHAs and on representatives from 
vulnerable communities [MSM, Sex Workers, Injecting Drug 
Users (IDU) etc]. It has been LCHAU's experience in the past that 
PLWHAs and those form vulnerable communities were inhibited 
from expressing their views before representatives of the 
healthcare community and law enforcement machinery. For this 
reason. 
National Consultations were held separately for these communities 
although we did involve PLWHAs and vulnerable communities were 
involved as resource people for the Regional Consultations as well. The 
consultations were held with PLWHAs, Marginalized populations, 
healthcare workers, world of work. Women's groups, NGOs, Children's 
groups and Lawyers. 
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2- Regional Consultations: Focusing on individuals, institutions and 
other stakeholders in HIV/AIDS-related issues (NGOs working on 
HIV/AIDS as well as those working in areas related to HIV/AIDS 
e.g. women's NGOs, healthcare institutions and healthcare 
workers, trade unions, management, law enforcement, educational 
institutions, counselors and other individuals and institutions). 
After intense brain storming sessions and evaluating the current legal 
environment, LCHAU finalized the draft legislation on HIV/AIDS and 
submitted it to NACO in August 2005. 
Thus it is humbly submitted, that before this menace goes beyond our 
control, the government should stand up and enforce a legislation on 
HIV/AIDS. 
There is an urgent need for the sensitization of the judicial branch of 
government, in ways consistent with judicial independence, on the legal, 
ethical and human rights issues relative to HIV / AIDS, through judicial 
education and the development of judicial materials. It is high time to 
realize the depth of this problem and find a solution as early as possible 
for the betterment of our country. 
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Bhapter - VI 
• * 
THE ROLE OF NGOs IN HIV/AIDS 
PREVENTION AND CARE 
Widespread pressure for popular participation and a declining faith in 
the capacities of governments to solve the interrelated problems of 
social welfare, development, and the environment, lead to the global 
upsurge of organized private activity through a new non-profit sector. 
The non-profit sector has grown increasingly important in its efforts to 
provide alleviation of social problem and injustices and the promotion 
of democratic values throughout the world in recent years. This sector 
has also become a major economic force with sizeable expenditures and 
multiple levels of paid and volunteer employment. Non-governmental 
organizations make up the subset of the non-profit sector involved in 
development work. 
According to Brodhead and O'Malley, the term 'non-governmental 
organizations' applies to diverse organizations that "work together 
outside of government to address a need, advance a cause or defend an 
interest"^'^ However, the World Bank defines NGOs as "private 
organizations that pursue activities to relieve suffering, promote the 
interests of the poor, protect the environment or undertake community 
development,"^^^ 
Brown and Korten, further differentiate non-governmental groups into 
the commercial and voluntary sectors. According to them, "the 
voluntary sector is seen as a distinct class of organizations that are held 
together by common beliefs and shared values, rather than by political 
imperatives (government) or economic incentives (the commercial 
sector.)" They include locally based groups as well as international 
organizations having local offices in project countries. Many are single-
focus, narrowly targeted organization while others attempt to meet 
broader needs in mainstream communities. All are characterized by their 
dedication to a set of shared social values that guides their 
organizational mission ^^\ 
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NGOs have, in increasing numbers voiced their concerns in international 
discourse about numerous problems of international scope. Human 
rights activists, gender activists, development agencies, groups of 
indigenous peoples and representatives of other defined interests have 
become active in the international community. Since their inception, the 
United Nations and its various organizations have felt the direct and 
indirect impact of NGOs. NGOs are omnipresent in many aspects of 
international relations, and have become critical to the UN's future. 
NGOs have assumed a central role in activities involving human rights 
complex humanitarian emergencies, the United Nations relationship, the 
global environment, the international women's movement, operational 
coalitions and state relations, and HIV/AIDS. They also bring local 
experience to bear on international decision making. ' 
The NGO expansion, dubbed the 'barefoot revolution', can be attributed 
to several external and internal factors to produce what has become a 
significant event in international policy making and execution. Three of 
the more important factors include: the end of the cold war, 
technological developments, and growing resources. The end of the Cold 
War was the first, and perhaps most important influence on NGO 
expansion. The demise of the Cold War brought with it the end of 
ideological and social orthodoxy, UN practitioners and diplomats 
became less reluctant to interact with non-government staff, opening up 
new avenues of communication and cooperation within the decision 
making process. The UN became a forum for discussions between 
governments and NGOs. When politics and security, especially over 
nuclear proliferation, dominated the international agenda, NGOs were at 
a comparative disadvantage. They had no weapons, and only limited 
access to people wielding decision-making power. Since the end of the 
Cold War, NGOs have had the capacity for direct action. They also 
contribute advanced knowledge on issues such as gender, environment, 
HIV/AIDS, relief assistance, human rights, and community 
development.^^^ 
The development of new technology is widely considered a second 
factor in influencing the prominence of NGOs in UN activity. 
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Government hostile to NGOs often fail in their efforts to prevent 
information flow, interaction and networking through the Internet and 
telecommunications. Electronic Media have made it possible to ignore 
national borders, and create communities based on common values and 
objectives that were once the exclusive privilege of nationalism. 
The third factor is the growing resources and professionalism of NGOs. 
Indigenous and trans-national NGOs have attracted additional resources 
from individual donors, governments and the UN. Western governments, 
for example, have increasingly turned towards NGO projects on the 
basis of reputation and cost-effectiveness. This trend matches the 
progressively declining funding for foreign assistance and with domestic 
pressures in donor countries to cut back on overseas commitments. New 
communications technologies are also helping foster the kinds of 
interaction and relationships that were once possible only through air 
travel. Scaling up certain kinds of trans-national efforts from 
neighbourhoods and regions to the global level, and scaling down to 
involve local grassroots organizations are no longer logistically 
impossible. 
NGOs facilitate the formation of international institutions and reinforce 
of standards promoted by these institutions through public education, 
organized attempts to hold states accountable to these, and enhance 
institutional effectiveness by reducing the implementation costs 
associated with international institutions. Increased networking 
capabilities also allows for improved capacity to monitor states' 
compliance with international agreements, promote institutional 
adaptation and innovation, and challenge failed institutions or projects. 
NGOs employ a variety of inter-organisational devices ranging from 
formal structures, to informal interpersonal ties to increase their 
persuasiveness and efficiency. Four types of inter-organisational devices 
can be identified: formal bridging groups, federations, UN coordinating 
bureaus, and connections to governments.^^^ 
Based on a close scrutiny of goals, relationships among various 
organizations, and operational methods, it was deduced that NGOs play 
two broad roles in society: (a) operational roles, and (b) educational and 
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advocacy roles. Operational NGOs are more central to international 
response in the post-Cold War world. They have the responsibility of 
fundraising. The rendering of services is central to most NGO budgets, 
and the source for support from donors. Services rendered could include 
technical advice, tangible resources for disaster relief, development, etc. 
While the target of organizational NGOs is beneficiaries (or victims in 
case of emergencies), educational and advocacy NGOs seek to influence 
citizens, and through public opinion, bear fruit in the form of additional 
resources for their activities, as well as new policies, better decisions 
and enhanced international regimes. These NGOs help to reinfornce 
various norms promoted through public education campaigns. This 
heightened awareness among public audiences in turn helps hold the 
state accountable for their international commitments. 
Categorizing NGOs, their trans-national relationships, and their impact 
on the community marks an initial step toward understanding non-
governmental organizations. NGO interactions with the UN system and 
the global community forms part of a larger set of challenges as the 
international community copes with changing political trends towards 
decentralization and democratization of global governance. NGOs have 
played a key role in this global progression. ^^^ 
The role of NGOs in society cannot be ignored. This is true also in the 
field of prevention and treatment of HIV/AIDS. In areas of the 
industrialized world hardest-hit by HIV/AIDS, NGOs helped set trends 
that have now been institutionalized within AIDS prevention: 
1. Advocacy for persons living with HIV/AIDS, 
2. Targeting educational materials to specific groups, 
3. Improved access to experimental drug trials and health care, 
4. Peer education, and 
5. Rehabilitation of HIV/AIDS patients. 
In the developing world, the NGO response to AIDS emerged somewhat 
more slowly, reflecting both a lack of resources and experience, and a 
widespread reluctance to recognize publicly or acknowledge the threat. 
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As the epidemic has progressed however, both well-established and 
newly organized NGOs have been among the first to respond, promoting 
the need for persons with AIDS and HIV to have access to counselling, 
support and health care. They have mobilized impressive efforts for 
training, education and other supportive services while official 
declarations denied the existence of the problem. ^^^ 
The important of NGOs in the national AIDS control programmes of 
developing countries has also evolved over time. When the World 
Health Organisation's Global Programme on AIDS (GPA) first began to 
assist countries to draw up national plans for AIDS control, NGOs were 
not regularly consulted during planning, nor represented on national 
AIDS committees. Over time, GPA developed extensive links with a 
wide range of NGOs, and now supports their efforts to combat 
HIV/AIDS at global, national and local levels. A 1989 resolution from 
the World Health Assembly supported the importance of NGOs in the 
global strategy for the prevention and control of AIDS, acknowledging 
that "their commitment and versatility, and their knowledge and 
experience, can make a special impact on individuals and society 
regarding AIDS and the needs of HIV infected people and those with 
AIDS".^^^ 
To identify the most effective roles for NGOs in HIV/AIDS prevention 
and care, it is imperative to recognize the strengths and weaknesses of 
NGOs. While not all NGOs share the same strong points, some strength 
are common to most. For example, NGOs being smaller and having 
more flexible administrative systems, and less cumbersome 
bureaucracies than governmental organization, can devise and 
implement programmes faster. This allow NGOs to deal more openly 
with sensitive issues like sexuality and condom use. '^°^ 
NGOs are often created and staffed by community members. This gives 
them credibility with and understanding of the communities they serve. 
Thus, NGOs are more likely to attract community participation for 
HIV/AIDS prevention and care efforts. They are also more likely to 
recognise what will be appropriate and effective for their constituencies, 
and in so doing, increase the potential for transforming community 
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attitudes, beliefs and behaviours from within the community. This is a 
much-needed and valuable approach to HIV/AIDS prevention. Also, 
volunteers provide the energy and resources to staff many NGOs, and 
even paid staff often work at lower salaries because of personal 
commitment to the goals of the organization. ^"^ 
NGOs are also willing to involve in their programmes those individuals 
who are poor and margnialised, and thereby, they succeed in reaching 
groups such as prostitutes or intravenous drug users, who are outside the 
mainstream society, and may be suspicious of public institutions. 
However, NGOs also have certain constraints and limitations that must 
also be considered in identifying their most effective roles in HIV/AIDS 
prevention and care. 
Newer, smaller NGOs with small administrative staffs are not properly 
designed for large-scale budgeting or technical reporting. This leaves 
some organizations at a disadvantage when competing for AIDS-related 
funding from large international donors. Also, smaller NGOs are limited 
by their-in-house technical capacity for complex projects. This prevents 
such organizations from meeting the requirements of outside funders for 
monetary and curriculum reporting, including evaluation of project 
efforts. '^^ ^ 
Since NGOs often operate with volunteer or modestly paid staff, they 
risk the likelihood of erosion due to burn-out. They need to maintain a 
balance between paid and volunteer staff in order to maintain project 
continuity, while preventing attrition which is especially common in the 
emotionally demanding field of combating HIV and AIDS. ^ Also, it 
has often been the case that NGOs work in isolation, reluctant to 
collaborate with each other or with the government. This leads to 
limited sustainability, which does not focus on developing local 
capacities to carry on without NGO or other external support. This 
problem obscure? NGO projects which are highly successful on a small 
scale. Early successes of a project are often found to be related to 
unique characteristics within the community or the NGO and may not be 
replicable on a large scale. 
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There is enormous potential for NGOs to play a major role in the effort 
to combat HIV and AIDS. In order for NGOs to perform at their full 
potential, Mercer suggested several approaches supporting the role of 
NGOs in their response to the challenges of HIV/AIDS '^'^ ^ 
NGOs must be included in the design, implementation, and review of 
national AIDS programme plans. Also, the efforts of AIDS related 
NGOs to form national and regional consortia, in order to strengthen 
their abilities to collaborate with each other and with their respective 
national AIDS control programmes, must be supported and 
strengthened^'^^ 
The monetory and technical assistance should be provided to strengthen 
the administrative and organizational capacities of AIDS related NGOs, 
especially in areas of great need. The need for research is must about the 
best ways that can be accomplished, even if it requires more funding for 
longer periods of time. Collaboration has also been recommended, 
between larger, more established NGOs and their newer counterparts in 
a mentorship programme designed to strengthen capacity of small, 
indigenous NGOs. This would enable the newer organizations gain 
organizational skills more rapidly. International and indigenous NGOs 
need to collaborate on projects, and the success of such collaborations 
carefully evaluated. 
NGOs should be funded based on their strengths. They should be 
encouraged to build on their strengths. In the area of HIV and AIDS, 
this requires recognition of NGOs' desire to provide support and care to 
persons with AIDS, as an integral part of their prevention activities. *'^ * 
But developing links with local universities, NGOs can substantially 
increase their technical capacities. Technical assistance in the field in 
key aspects of NGO programme interventions, provided by consultants 
or staff who have experience in working successfully with NGOs is a 
great asset, often preventing needless expenditure of misguided energy, 
and will assist NGO projects meet the needs of the people they serve. 
NGOs also need to analyse the roles played by television, radio and the 
press. These media act as agents of information, education or 
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sensationalism. Their influence in creating public opinion can be 
monumental with regard to educational activities concerning the work of 
NGOs more research analyzing ways to improve their efficacy is 
necessary. 
Developing and evaluating the effectiveness of an interactive Internet 
programme or HIV prevention intervention models from the research 
arena to Non Governmental Organizations in developing countries with 
high HIV incidence will highlight areas of improvement.^'^^ The study 
will incorporate Internet based dissemination methods to establish a 
technology transfer approach that is rapid, widely applicable and cost 
effective for national and international public health organizations 
including networks of NGOs. Previous research, found that technology 
transfer methods that provide intervention manuals, face to face staff 
training, and individualized consultation for implementing research 
based HIV prevention interventions facilitate their adoption by service 
providers. This framework is now being expanded to test the use of 
Internet technologies to transfer an HIV prevention approach to NGOs 
in developing countries. Each NGO will be assessed to determine is 
organizational characteristics, and the full repertoire of HIV prevention 
services it had offered. The assessment of the efficacy of the NGOs will 
determine maintenance of intervention use, tailoring or adaptations 
made to it, staff attitudes and satisfaction with the intervention, and 
implementation costs. This study will add to our scientific knowledge 
concerning approaches for transferring effective research based HIV 
prevention approaches to community based service providers; will test 
and develop a prototype model for using advanced Internet based 
approaches for technology transfer; and will allow HIV/AIDS 
prevention research advances to better benefit the global fight against 
HIV/AIDS NGOs have an important and very special role to play. The 
close interpersonal interaction that NGOs have with people in the 
communities they work in is extremely useful for implementing the 
behaivoral interventions necessary for HIV/AIDS prevention and care. 
NGOs are also under the same political constraints as government 
programmes are they therefore, have greater flexibility and the capacity 
to accommodate changing programmes and public needs and can 
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innovate and implement new invitatives more easily. There is a growing 
list of NGO projects for HIV/AIDS prevention and case that are 
providing critically needed services in many different setups. There are 
mor ethan hundreds of NGOs which are working in the field of 
HIV/AIDS. 
NGOs have emerged as an important actors to work in the field of health 
and social welfare. NGOs, work in the areas which if unattended may 
pose a threat to the society. There are many NGOs working with the 
object of providing education regarding prevention and care to the HIV 
patients and rehabilitating such patients, orphans and widows due to this 
dreadful disease. The Researcher has interviewed nine NGOs working in 
the field of HIV/ AIDS. They are as follows: 
1. ACF - Ambuja Cement Foundation 
2. SAMRAKSHA 
3. NATIONAL LUTHERAN HEALTH AND MEDICAL BOARD 
4. SPARSHA 
5. ASHA 
6. EMPOWER 
7. ORISSA PATITA UDHAR SAMITI 
8. SNEGIDHI 
9. UDAYAN CARE 
All there NGOs work with the more or less same objectives. The 
objectives are as follows: 
Provide medical education to the families of HIV victims. 
Provide medical care to the HIV victims. 
Assist people in getting accurate imformation about HIV/AIDS. 
Educating sex workers about this dreaded disease. 
Free condom distribution to the sex workers. 
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• To rehabilitate the HIV/AIDS patients and families 
In the coming pages a detailed study of the work of each NGO is 
undertaken. 
/ - ACF -Ambuja Cement Foundation 
ACF was established in 1993 with the mission to "Energise, involve and 
enable communities to realize their potential." They began in a small 
way by working with a few rural communities around their parent 
company's cement plant in Kodinar. Over time their activities have 
expanded and now they are functional in 655 villages in ten states across 
India covering a population of about 10.2 lakh people. 
They have a team of committed professionals at all their locations that 
are constantly engaging with the communities in planning and 
implementing developmental programmes with their support and 
participation. 
ACF is committed to working in partnerships. They partner with other 
rural communities to carry out numerous developmental activities in 
their area and they also partner with local NGOs, governmental 
organization and international organizations to implement these 
programmes. 
A number of general health programmes to ensure better health 
conditions for the people have been undertaken. To bring health care 
services to the doorstep, of the people, mobile dispensaries were 
established. Equipped with basic medical investigation and aid material 
and accompanied by a certified doctor, these provide basic access for 
health services. 
They recognise that HIV/AIDS is a grave health issue, which if left 
unrestrained will effect an extremely large portion of our population. 
They have initiated a HIV/AIDS programmes at all locations. They have 
extensively engaged with the general population and have laid special 
emphasis on high-risk populations like drug users, commercial sex 
workers to make them aware of the disease and the means of avoiding it. 
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STI clinics have been established where individuals are free to get 
themselves treated. Facilities for free counselling are also available. 
They assist people in getting accurate information about HIV/AIDS. 
They have established an Interactive Voice Response System, which is a 
computerized system that provides answers to queries and can be 
accessed by dialing a phone number. 
The outcome of their efforts are as follows: 
• They have health camps held in which 75,446 patients benefited. 
• 
• 
More than 9, 750 condom demonstrations were organized and 
2,15,562 condoms distributed. 
One to one contacts made with 48721 individuals and 538 group 
discussions held. 
• STI clinics identified and treated 790 HIV/AIDS cases. 
Thus ACF recognizes this manner and is trying to do its best in curbing 
HIV/AIDS 
2- Samraksha (Bangalore) 
Samraksha was initiated in 1993 as the HIV/AIDS sector of Samuha. a 
development organization and registered as an independent organization 
in 2006. Samarksha's goal is to prevent the spread of HIV/AIDS in the 
community and reduce its impact on those vulnerable to and affected by 
it. It's currently works in Bangalore Urban district, and the districts of 
Raichur, Koppal, Gadag, Haveri and Uttara Kannada inNorthern and 
Coastal Karnataka, India. 
Samraksha's preventive interventions are based on the belief that if 
individuals and communities have information and power, they can and 
will take responsibility to halt the spread of the epidemic. With this 
conviction, samraksha has been working with rural and urban 
communities across these six districts. 
Spandane, is a voluntarism development programme which seeks to 
promote voluntarism and strengthen volunteer capacity in Raichur and 
Koppal districts. Samraksha's Nav Jeeva works specifically with men 
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and women in sex work who are dispersed and in diverse settings. The 
program also covers their partners and clients. 
Its work with the 3700 women in sex work in Bangalore city entered a 
new phase with the women forming a collective and taking the 
programme forward as an independent entity. 
Currently Samraksha has taken on district wide preventive interventions 
in Raichur, Koppal, Uttara Kannada, Gadag and Haveri districts with 
over 8500 men and women in sex work and their sexual partners. 
This HIV prevention work is supplemented by Nam Arogya a 
reproductive and sexual health programme, reaching women inslums in 
Bangalore City and 6 taluk towns in northern Karnataka. This program 
looks at health promotion through provision of Well Woman Clinic 
model that promotes a holistic and general health approach for service. 
Health promotion is also done through Out Reach Education and a 
reproductive and sexual health help line. Samraksha has collaborated 
with the Bangalore Municipal Corporation on an on going basis. 
Yuvashakti is another component of the reproductive and sexual health 
initiative and aims to reach out to young people to advance their 
reproductive and sexual health rights. This intervention aims to enable 
young people to make responsible decisions by giving them information 
and services and supporting it with advocacy to make these choices. 
Base in 6 slum pockets of Bangalore, the project works with older 
women and the gatekeepers of the community to create an enabling 
environment for young people. Samraksha's Counselling, Care and 
Support continuum. Nam Araike is based on the belief that it is the right 
of every person living with HIV/AIDS to care and support options in the 
public, private and social sector. 
Through its network of 8 counselling outreach sites, 7 outpatient clinics, 
two 15 bedded Respite Homes, and home care and hospital support 
services that are community based samraksha provides these option 
directly and complements them through referral networks with other 
service providers. Training and support of family care givers, support of 
children living with and affected by HIV/AIDS and prevention of parent 
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to child transmission and provision, monitoring of and adherence 
support to antiretroviral therapy are other components. 
Of the 13000+ people living with HIV who are registered with us around 
7000+ seek services on a regular basis. Many of Samraksha's rural care 
services are in collaboration with the taluka hospitals. Nav Jana, is a 
community managed VCTC accredited by the Karnataka State AIDS 
Society. It goes beyond testing to promoting risk perception in the 
community and providing treatment for opportunistic infections and 
linkages with the government programmes for TB treatment and anti 
retroviral therapy. 
Samraksha's Nambeduku is a programme that sets out to build 
community perspectives on HIV/AIDS. It is based on the belief that 
once communities have the perspective on HIV, they will evolve, 
appropriate, effective and indigenous responses to HIV that help 
reinforce risk reduction, reduce stigma and discrimination and build 
community preparedness for an advancing epidemic. In this programme, 
taluka level teams set out through a range of methodologies, to reach out 
to everyone in the taluk, directly through village level programmes and 
indirectly though wprking with various structures in the taluk. It has 
covered 900 villages intensively so far. This programme currently works 
across Raichur, Koppal and Koppal districts. 
Samraksha's advocacy work has taken different forms: evidence 
building and documentation; formation of groups with their own voices; 
demonstration of a supportive service intervention with a disadvantaged 
group; public protests and demonstrations; support for legal action 
against police violence or harassment of sex workers; support of legal 
aid for discrimination against people living with HIV/AIDS and 
advocacy at all levels for universal access to care and treatment. 
Samraksha has offered other services as well. They are as follows: 
• Asha Kiran, Community Care Centre, Bangalore. Services offered 
are Counseling, medical consultation and in patient care; 
management of acute infections, ART side effects, end of life 
care, family care counseling and support. 
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• Asha Jyoti, Community Care Centre, HIV Clinical Care and 
Psycho social Services; In patient services: Management of acute 
infections, ART side effects, end of life care. 
• Samraksha Well Woman Clinic Counselling and Lab-based 
Clinical reproductive and sexual health out patient services with 
special focus on RTIs/STIs; HIV voluntary testing and 
counselling. 
• Well Men Clinic Counseling and clinical services for male sexual 
dysfunctions and sexually transmitted infections is also available. 
• Samraksha Seva Clinic, HIV/AIDS outpatient Clinic-Services 
offered: Voluntary HIV Testing and Counselling, medical 
consultation for opportunistic infections, RTI/STI, Treatment 
education, family counselling, Lab investigations and referral for 
ART; case work support. 
• HIV Outreach Services in Kumta, Koppal, Gangavati, Sindanoor, 
Decodurg, Lingsugur Taluks on Weekly/fortnightly basis. 
Services offered: Medical Consultation, Counselling services, 
PLHA support group meetings, ART referrals. 
• Reproductive Sexual Health Outreach Services Weekly 
counselling and clinical services for women at: Yelburga, 
Sindhanur, Lingsugur, Deodurg, Sirwara and Kushtagi, in North 
Karnataka Banashankari, Anjanappa Garden and Sultanpalya in 
Bangalore. 
Samraksha is working hard to attain its goal by preventing the spread of 
HIV/AIDS in the society. 
3- National Lutheran Helath and Medical Board (Chennai) 
Their awareness programmes are designed to address the specific needs 
of carefully selected target audiences. During the past one year these 
programs have been conducted for various target groups such as 
Students, Factory Workers, Mahila Mandals (Women's groups) and 
Teachers. In all 6351 students including students from 11 schools and 7 
colleges were reached through such programmes which included 
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appropriate presentations, discussion forums and interaction with expert 
resource persons. Similarly 751 factory workers in 10 factories were 
covered through a concise seminar on awareness and prevention 
methods. 
2800 women were provided with HIV/AIDS awareness with active 
participation in the programs women's self help groups in the 
community and women's fellowship groups in Churches. To further 
enhance grass root level competence local NGOs were given practical 
refresher training at there centers and the initial program organized by 
them after the refresher training was monitored by their team in order to 
help them improve their post training performance. 
Similar 210 Teachers working in the TELC school were put through a 
well conceived orientation program to help in the identification of peer 
educators. 
These programs have resulted in the confederation of Indian Industrial 
(CII) recognizing it as one of the key NGOs to conduct further training 
programs in HIV/AIDS awareness for industries. The programs have 
also led to a considerable increase in the number of referrals to our 
clinic. 
They have conducted a meaningful and relevant awareness programme 
for the people with hearing and speech impairment. It was a learning 
experience also for them in a sense that they were able to understand 
how highly vulnerable such persons are to the problem of HIV/AIDS, 
due to their inability to communicate with the outside world. It was a 
challenging but a worth white task to communicate with about 170 deaf 
and dumb youth in sign language on this all important issue of 
HIV/AIDS. There was a very interactive discussion following the 
presentation and they are in the process of planning more programs with 
such uniquely vulnerable groups. 
Since the number of people requiring awareness and other HIV/AIDS 
related services is very large it is absolutely essential to train adequate 
numbers of competent trainers who in turn help train others to provide 
the required services. With this end in view 22 nurses working in 
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various mission Hospital were specially trained in the care and treatment 
of HIV/AIDS patients. 10 youth leaders form AELC and MPLC were 
trained during a 3 day communication workshop to conduct awareness 
programs in their respective localities and among peer groups. 
It has a Gurukul clinic which is continuing to render yeoman services in 
the city of Chennai. They are rather hindered by the fact that they do not 
have a suitable impatient care facility to complement the out patient care 
services. Efforts are on to find a suitable location for in patient care. 
They are pleased to be recognized as one of the clinics whose patients 
are entitled to subsidized Anti Retro Viral drugs. 
As Guntur is one of the most highly prevalent centres in the country for 
HIV/AIDS. The center now provides not only counselling but also basic 
out and in patient care for HIV patients. The workload is steadily 
increasing more than 1500 patients are registered in this centre. The 
centre also provide nutritional support and education on personal 
hygiene and process of disease which they have to live with. 
The patient load in Rajamundry is continuing to rise and most of the 
patients are from near by villages. In this short span of over a year the 
centre has on its register 800 patients with over 75 in patients 
admissions. The hospital has in patient treatment facility including 
operation theatre, the only such facility dedicated for HIV/AIDS 
patients in this high prevalent region. 
Home based care has become an increasingly important part of their 
work. The stigma attached to HIV/AIDS & the non-availability of 
hospitalization facility, makes Home Based Care an important modality 
of care. They provide home based care for three reasons. These are to 
care for terminally ill patient, to train the family members at home to 
render care for the bed ridden and finally to reduce the burden of heavy 
expenses during hospitalization. A team has been formed consisting of a 
social worker and two PLWHAs to visit the houses of the other 
PLWHAs to encourage them and have a positive interaction with them. 
More than 200 PLWHAs have so far benefited from this service. 
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It is recognized that wholistic and concerted action is required to 
respond to the challenge of the HIV epidemic. Information sharing and 
joint action is a key strategy in this response. 
They are in the process of identifying and establishing long term 
purposeful and relevant programs that would help people living with 
HIV/AIDS and the orphans to grow in self confidence and with dignity 
to face the future. 
4- SPARSHA (Society for Positive Atmosphere and Related Support 
to HIV/AIDS), Kolkata 
Since 1994 Dr. Samiran Panda, one of the technical consultants of the 
present Project Sparsha ^^ '^  used to receive a number of persons with 
HIV from various section of the society for advice, care and counselling 
at the Salt Lake office of the Indian Council of Medical Research and 
subsequently at the Society for Applied Studies, a research NGO based 
in Kolkata. Slowly a loose group of people living with HIV/AIDS and 
their friends (PLWHAF) was formed with the help of the Society for 
Applied Studies. Cases of isolation, discrimination, marginalisation and 
lack of care propelled the group to come out stronger and do something 
positive for the cause. 
The group started working slowly but steadily in its efforts to establish 
its own identity. The members met at regular intervals to chalk out its 
programme and policies. They participated in the Calcutta Book Fair in 
February 2000, by sharing a stall with another NGO. It brought out a tri-
lingual pamphlet on HIV/AIDS containing basic information. Two very 
meaningful posters were also developed with the help of the technical 
consultant newsletter and creative design of the present project. 
A major break through was achieved by the group when Aus AID agreed 
to support the present Project entitled "Creation of a Support Network 
for People Living with HIV in West Bengal". Activities started on the 
faster pace. The project staff were identified and recruited, some of 
whom were HIV positive. 
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This was followed by participation in the Calcutta Book Fair, 2001, but 
this time with their own stall where they entertained queries on HIV 
from public. 
By the end of February 2001, a member of PLWHA visited INP+ (Indian 
Network for Positive People) at Chennai for network. In order to assess 
the baseline situation, the group developed questionnaire and data 
collection guidelines which would also serve as a parameter to assess 
the improvement in the primary health care and counselling facilities 
available to the PLWHA at the end of the one year of the present 
Project. 
The project team visited a village in Howrah where some of the 
youngsters (mostly migrant labourers, some are housewives) have been 
infected with the virus. Efforts are on to strengthen the group of people 
living with HIV, rehabilitate the women besides providing care and 
counselling services. 
Their Objective is to: 
• To strengthen the group of people living with HIV/AIDS and their 
friends in Bengal through policy advocacy and lobbying. 
• To sensitize media for getting wider and non sensationalistic 
support for PLWHA. 
• To build network Government as well as NGO healthcare delivery 
system though which needs of PLWHA could be addressed 
• To reach out to more PLWHA 
Few of their achievements are as follows: 
• Members of the PLWHA participated in the "Kolkata Book Fair" 
held in February 2001. Queires related to HIV/AIDS issues were 
entertained from the public. 
• In the third week of February 2001, one of their executive 
members visited INP+ Indian network for positive people, office 
at Chennai for networking. 
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• Providing free anti retroviral medicines for a child of 2 years for a 
limited period of time. 
• Visit different "home based care project" for the HIV infected 
persons with a view to implement such programs inWest Bengal. 
• Organize seminars and panel discussion among the community 
people as well as doctors. 
• Establishing network with other care providers. 
Thus Sparsha continues to establish own identity of people living with 
HIV/AIDS and make them live a life of confidence and dignity without 
the fear of being isolated, discriminated and marginalized. 
5- ASHA (New Delhi) 
ASHA foundation has always been enthusiastic in ensuring that its 
governance by an eclectic circle of planners while seeking informed 
opinions for its effectives functioning. The foundation has among its 
board of Trustees and advisory board, imminent citizens drawn from 
diverse callings in life. 
ASHA is a Development oriented Non-profit agency, working towards 
the prevention of drug abuse and STD/HIV/AIDS and Promotion of 
reproductive health. 
Their objectives are as follows: 
The build awareness about HIV/AIDS infection in the community. 
• To provide HIV testing in a non-coercive and non-stigmatized 
environment, both voluntary and anonymous. 
To train counselors in HIV/AIDS. 
To provide counselling to HIV/AIDS patients, their families and 
the community at large. 
To provide character based sexual education curriculum with 
special emphasis on awareness, life skills and education about 
HIV/AIDS and other diseases related to sexual helath in schools 
and colleges. 
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To provide personalized quality medical care to patients with 
HIV/AIDS irrespective of their ability to afford care and 
treatment. 
To interact with other institutions of learning and constantly 
update knowledge of illness and incorporate new teachings into 
treatment and care of the patients. 
To interact with the other voluntary, state and non-governmental 
organizations. 
To rehabilitate HIV/AIDS patients and families. 
To conduct and help research into the cause and treatment of 
HIV/AIDS. 
To provide specialized training for doctors, nurses and allied 
health professionals in the field of HIV/AIDS. 
To make a difference in the lives of patients living and dying with 
HIV/ AIDS 
ASHA thus focuses on strengthening the civil society and participation 
of people for the development of their communities, utilizing resources 
from within and outside. Also works towards promoting the health and 
well-being of people in general, especially the underprivileged, women, 
children and elderly by facilitating appropriate services and facilities. 
6- EMPOWER (Tamil Nadu) 
EMPOWER ^"^ was established in the year 1991 by Mr. A. Sankar with 
a voluntary participation of team of dedicated Development activists, 
Health Care Professionals, Academicians and Researchers who are 
committed to Social Justice. 
EMPOWER is registered under Tamil Nadu Societies Act in the year 
1991 and engaged in development work for the past 15 years in 
Southern Districts of Tamil Nadu. 
• 
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Their Objectives are as follows: 
To empower the marginalized communities such as Women, 
children and youth of socially and economically disadvantaged 
communities. 
To promote women's rights and campaign against violence 
against women. 
To promote child rights and campaign against exploitation of 
children 
To prevent the spread of STD/HIV/AIDS among high risk 
behaviour groups and care to those affected by HIV/AIDS 
To enhance reproductive rights and to carry out research in the 
area of reproductive health. 
To prevent alcoholism and drug abuse and to offer de addiction 
and Rehabilitation. 
To promote art and craft to enhance the quality of life of the 
community. 
To promote Science and Technology to improve the quality of 
life. 
To impart skill development training for promoting micro 
enterprise among women and youth. 
To create awareness to protect, preserve and promote 
environmental equilibrium for harmonious living with nature. 
Empower thus is working in the grass root level to prevent the spread of 
the epidemic. 
REHABILITATION OF HIV/AIDS PATIENTS 
Some of the NGOs are not only working to prevent the spread of 
HIV/AIDS but they are moving a step further to rehabilitate such people 
suffering from HIV/AIDS and children orphaned due to their parents 
death as a result of HIV/AIDS. It is very important at this point, where 
this disease is taking the shape of an epidemic, to tackle the people 
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living with HIV/AIDS. HIV/AIDS is a killer disease which not only kills 
the person carrying such virus physically, but much before his/her 
physical death it shakes them metally and psychologically. There is a 
very urgent need to rehabilitate such people living with HIV/AIDS so 
that they can live with dignity and self confidence. 
There are few NGO's which are working to rehabilitate people living 
with HIV/AIDS and orphans. Some among them are as follows: 
1- Orissa Patita Udhar Samiti (Bhubaneswar) 
Mali Sahi in Orrisa Capital City of Bhubaneswar has remained as a 
traditional colony of sex workers for decades. Presently, there are about 
100 female sex workers in the age group of 15-35 years hailing from 
different parts of the State. Besides the women sex workers, male 
spouses of some sex workers, their children, dependent parents and 
relatives and above all the pimps do live in the colony. Except the flesh 
trade, which brings them the paltry and uncertain income depending 
upon the climate and other factors, the sex workers don't have any other 
source of where withal. 
The people of this colony are deprived of the minimum urban services 
like electricity, water connection, sanitation and sewerage which are 
available to other slums of the city. The sex workers population of the 
Mali Sahi are faced with stark realities like illiteracy, malnutrition, 
diseases and impoverishment. They are also constantly threatened and 
harassed by the pimps, brother owners, police and a section of shrewd 
and exploitative customers. 
Orrisa Patita Udhar samiti ^^^^ an NGO based in Bhubaneswar has been 
working for the rehabilitation of Mali Sahi sex workers for last 3 years. 
It succeeded in getting victory for a series of Public Interest Litigations 
in favour of the sex workers, following which the State Govt, of Orissa 
was made alert for anelioration and rehabilitation of the sex workers and 
their families and children. It was able to secure essential provisions 
like electricity, water connection and ration cards for the sex workers 
colony at Mali Sahi. It provided free condoms for use by the customers 
against AIDS menace. 
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Project Swarajya extended its whole hearted co-operation to Orissa 
Patita Udhar Samiti in the matter of all round rehabilitation of the sex 
workers at Mali Sahi especially in the matter of photography and 
documentation of each sex workers, awareness generation on 
HIV/AIDS, Drug Abuse/Alcoholism and Human Rights. 
As in the previous years, the Organisation both organized and took part 
in several health education and service camps in different parts of 
coastal Orissa, the main objective being the spread of basic lessons in 
health and hygiene, population control and prevention of Drug 
abuse/alcoholism and AIDS. The potential addicts and alcoholics were 
identified in such camps and were advised for admission and treatment 
in the Drug Dedication cum Rehabilitation Center run by the 
organization at Cuttack and Kendrapara. The participants of such camps 
were also sensitized on the Universal Immunisation, Sex Education, 
Small Family Norm and Population Control which are priorities, not 
only at national but also at global level. 
2- Snegidhi- Centre for Women Empowerment 
Snegidhi ^^ ^^  is an NGO based in Chennai. It wider takes the 
rehabilitation of women suffering from HIV/AIDS and the widows of 
HIV/AIDS patients snegidhi has a snegidhi Rehabilitation Centre wher 
women are given training in different area to earn their living which will 
enhance their self confidence and dignity. 
Snegidhi Rehabilitation centre was able to witness the first graduating 
ceremony of trainees on February 10, 2007 Certificates were distributed 
to the first batch of trainees for offset printing, tailing and computers 
application. The printing unit is doing printing of greeting cards, 
wedding invitiation, visiting cards, letter heads, brochures, hospital 
cards and so on. The tailoring section is getting orders to its full 
capacity. Now they are involved in stiching uni forms for ewart School 
in Chennai. 
Thus snegidhi Rehabilitation Centre is faking efforts to upbuild the lost 
confidene of HIV/AIDS infected women. 
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3- National Lutheran Health and Medical Board ^^^^ (Chennai) 
The worst affected by the epidemic are women living with HIV 
particularly those who have lost their husbands to the disease. These are 
usually widows who live through an unending nightmare receiving 
blows after blows; victims of poverty, illiteracy. Social evils such as 
dowry and a system of marriage where there is neither power to make 
decisions nor the freedom to express their will even in terms of intimate 
physical relationship with their husbands. Most of the women are 
originally infected by their husbands after the death of their husbands 
they are not only rejected by the family of the husband but abandoned 
by even their own parents and siblings. They are forced to fead for 
themselves and for their children who may also have been be infected. 
Most of them have no skills to get jobs. They have to take care of their 
children and also the cost of treatment. It is important to give such 
women opportunity to rejain hope and live with dignity enjoying for the 
first time in their lives the freedom to make decision. Sustained 
counselling for motivation and empowerment combined with skills 
building programmes for income generation are the main activities of 
this rehabilitation centre. The income generating programmes include 
making of candles, soft toys, sambrani (incense sticks). 
In addition to this, health care and health education to deal with their 
post infection problems are provided by Gurukul health team. The 
success of this rehabilitation centre has encouraged NLHMB to expand 
the model and replicate it based on locally appropriate programmes in 
Rajamundry and Guntur centres. Such programmes includes a printing 
press run by the women with HIV, a vegetable park, a tailoring unit to 
produce liver for health units. Additionally a computer-training centre 
for their children has also been set up. 
4- Uday an Care-Delhi 
Udayan Care ^^ '^  is a Non-Government Organisation, working for the 
last 13 years, for the quality care of disabled children and women 
expanding its horizons to reach out to the underserved section of society 
that need interventions. Udayan Care's aim is to bring sensitive into the 
lives of the victims of HIV/AIDS. 
Udayan outreach programme in 2004, started catering the affected 
children of HIV positive parents. This programme aims to provide 
financial aid to the affected children of HIV infected parents, so that 
they are able to receive better nutrition schooling and prospects of a 
better future. They aim to establish a long term relationship with the 
children through financial aid, workshops, counselling and home visits. 
In the eventual loss of the parents, the children are assured of a home 
with Udayan Ghars (Home) 
Their stakeholders i.e. government, corporates, society, children, other 
NGO work together for the issue. Presently there are 79 children with 
Udayan Care. 
Their goal is to create Rehabilitation family homes for the holistic 
development of the abandoned children due to their HIV/AIDS status 
and to motivate men and ladies with a similar vision to take on 
voluntarily, the roles of mentor fathers' and mentor mothers' in homes. 
They try to ensure a positive future for affected children of HIV positive 
parents by providing there financial support so that they get proper care 
at home including better education and nutritious food. Children are 
assured a home in Udayan Ghars after the loss of their parents which 
would ensure eventual rehabilitation of these children. 
The NGOs are involved at community level '-^^^ with different 
developomental programmes like; education for children, providing 
income generating assets to the women and elderly, sex education for 
the youth, health education, providing socio-economic support to the 
families with HIV/AIDS, medical assistance for the women and 
HIV/AIDS infected persons and regular counselling activities. The 
NGOs are mostly located in the urban areas but are having an organized 
structure upto the grass root level to render their services and having 
branches located in rural areas. The effective promotion of condoms to 
the commercial sex workers (CSW's) and selling of condoms at a 
subsidized rate through vendour for the clients of CSW's are one the 
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important activity taken by the NGO's. Tlie awarness programmes on 
substantial abuse like; prohibitation of dry abuse, smoking and alcohol 
consumption are also the other important activity taken up by the local 
NGO's along with the HIV/AIDS prevention education. The 
arrangement of public meeting and delivery of regular lectures by the 
doctors and the social workers to provide health and sex education for 
the commercial sex workers and for the youth of the rural areas are the 
other important work taken up by NGO's Local NGO's extend 
knowledge on different health aspects of women especially on the 
Reproductive Track Infections (RTFs) Sexually Transmitted Disease 
(STD's) by the trained staff for adolescent girls and women in rural 
areas. The NGO's which are involved at the grass root level and are 
actively participating and extending the mass awareness programme 
criticize the failure of government as all the programmes launched by 
the government are not reaching to the grass root level properly. 
The main areas neglected by the Department of Education are as 
follows: 
• Health education including sex education should be compulsory 
for both boys and girls in their school as well as in the college 
curricula. 
• Adequate training to teachers regarding how to impart sex 
education to the students. Moreover, alternative forms of teaching 
should be developed by the ministry to import sex education to 
students at different levels. 
• Preparation of reading materials for the children related to 
HIV/AIDS in order that they can gain knowledge on the different 
aspects of HIV/AIDS. 
• Fee concession for the children of HIV/AIDS infected and 
affected families. 
• Involvement of teachers at community level to create awareness 
among the general public with due government circular. 
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The culture of silence is playing a major barrier to import sex education 
at school and college level. So in order to impart the sex education for 
the students, the domain of education should be widened. 
The most neglected areas by the Department of Health are as follows: 
• Lack of preventive materials to rural staff in terms of adequacy, 
continuity and time. 
• Diagnosis and treatment of STD's at rural hospitals. 
• Lack of training to health service provides specially in dealing 
with HIV/AIDS. 
• Lack of commitment among medical personnel. Existing 
discrimination in treatment of HIV infected persons and to their 
families. 
• Lack of medical support for HIV/AIDS infected persons. 
• Limited facilities for blood testing. 
• Lack of facilities of free ANC care and HIV/AIDS counselling. 
Though the ministry of health is making concerted efforts in 
implementing different programmes to overcome the problem of 
HIV/AIDS, but still these are many neglected areas emerged during 
conversations with various NGO's. The preventive and symptomatic 
treatment for HIV/AIDS should be decentralized and mode available at 
least at the level of rural hospitals. Though the Ministry of Health tried 
and has developed a wide range of information on HIV/AIDS, but due to 
lack of commitment among the provides, it could not reach to the 
general population. 
In order to reduce the psychological burden among the patients, 
counselling centres in rural areas should also be opened. Modified steps 
should be taken by the government and the programmes of HIV/AIDS at 
workplaces, small scale industries, cottage industries, agricultural fields. 
'Dhabas' on the highways, must be enhanced. The main area which is 
neglected is the treatment of the infected of persons, which suggest the 
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reorganization of existing health care system in view of the increasing 
disease loaded with diverse nature. 
The most neglected areas by the Department of Social Welfare are as 
follows: 
• 
• 
• 
Provision of food items for dependent family members of 
HIV/AIDS. 
Rehabilitation of HIV/AIDS patients and AIDS orphans. 
Lack of information to the AIDS orphans. 
Though the Ministry of Social Welfare is carrying out many 
programmes to minimize the discrimination in the society, it is the right 
time to take some bold steps to react against the HIV/AIDS situation in 
our country. As the disease is highly stigmatized in the society, the 
infected persons and their families are highly discriminated in the 
society. As a following consequence on the enormous expenditure on 
treatment of HIV/AIDS, the families undergo with the tremendous 
economic crisis and sometimes it has been found that the treatment cost 
becomes unbearable for the family. So, an utmost urgency has been felt 
by most of the NGOs that Ministry should make provisions for some 
financial assistance through various welfare programmes to this impact. 
The priority should be given to programmes and schemes like Sanjay 
Gandhi Niradhar Yojana, in which houses are provided to the infected 
persons especially to the females, who face more discrimination as 
compared to their male counterparts. The Social Welfare Ministry 
should also stimulate the awareness activities on HIV/AIDS and its 
consequence. The children mainly the AIDS orphans should be 
identified and should be provided with all facilities including education, 
shelter home and the government should develop suitable mechanism to 
take care of these children. Social welfare programmes for migrants at 
their places of work may reduce their potential indulgence in different 
levels of risky behaviour for HIV/AIDS infection. NGOs are also of the 
opinion that government should involve the local voluntary 
organizations in operating these steps so that it can be materialised in a 
proper way and the spread of HIV/AIDS be interrupted. NGO are now 
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joining hands together to fight the battle against HIV/AIDS and 
rehabilitate such grief stricken people. Death has many faces, but the 
face of death, which emerges after passing dark tunnel of HIV/AIDS, is 
perhaps most gruesome. It leaves an utmost social stigma over the 
relatives of victims, continuing the misery to the orphan children of HIV 
victims further assumes horrific proportions as at such tender age they 
are unable to realize the situation and their childhood is like the foot 
falls of an ugly nightmare. Psychological rehabilitation of child as be 
may be treated as any outcast due to the stigma attached with 
HIV/AIDS, is also of great importance. Providing emotional assistance 
to HIV positive parents who live under a guildt that due to their fault 
their children face bleak future is of outmost importance. 
Thus, rehabilitation is very important aspect in a case of HIV/AIDS 
patients as it gives them confidence and boost up their will power to live 
in the society normally. Many AIDS widows are given training in 
certain fields like weaving, basket making, toy making etc to engage 
themselves and to earn their livelihood to some extent. Thus the need of 
the hour is not only to spread knowledge about prevention methods and 
treatment but also to rehabilitate such people as they can live their lives 
normally and stand in awe with others in the society with dignity and 
self confidence. 
WORKPLACE STRATEGIS OF THE NGOs: MANAGING 
HIV/AIDS IN THE WORKPLACE 
HIV and AIDS (HIV/AIDS) are most prevalent in adults in their 
productive prime. With prevalence rates and infections rising rapidly in 
many regions, organizations are increasingly finding that HIV/AIDS is 
affecting their operations. As a result, addressing HIV/AIDS in the 
workplace is becoming a priority for governments, commercial 
organizations and non-governmental organisaitons (NGOs) 
Arguably, the commercial sector has taken the lead in developing 
HIV/AIDS workplace strategies ^^ '^ ' commercial realities (rising costs 
and reduced efficiency due to the impact of AIDS) have demanded 
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solutions and unlike most NGOs, their business models allow 
investment for longer term solutions. 
For NGOs the arguments for effective workplace strategies are 
compelling. First, NGOs work in some of the highest prevalence areas 
and employ staff from those communities. Second, evidence from the 
commercial sector suggests that a good workplace programme including 
treatment can help to mitigate the impact of HIV/AIDS on an 
organization. Third NGOs are realizing that the workplace strategy can, 
and should, play a role in helping to tackle the HIV/AIDS epidemic. 
Finally, if NGOs are to be credible to government, partners and 
communities they need to be seen consistent with their external 
messages. 
At the heart of HIV/AIDS workplace strategies are three components; a 
comprehensive policy supported by management guidelines; and 
education and prevention programme, and a treatment and care 
programme. While education and prevention require time and some 
investment they are relatively straightforward to implement, it is 
treatment and care that present the biggest challenges. One of the crucial 
components of treatment, Antiretroviral Therapy (ART) was, until 
recently, too expensive for many organizations. However, with failing 
costs, the economic and moral arguments for the provision of ART are 
increasingly strong. Nonetheless, implementation is complex and 
presents both moral and financial conundrums that are not easily 
resolved. Even the market leaders are only at the early stages of 
implementation. However, provisional lessons and suggested approaches 
are beginning to emerge. 
While the value of HIV/AIDS workplace strategies is increasingly well 
recognized. It is important to examine how NGO's are embracing the 
challenges of addressing HIV/AIDS in the workplace. 
They are as follows: 
1) HIV/AIDS workplace strategies are of particular importance to 
NGO's. Not only do they help to mitigate the impact of 
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HIV/AIDS on operations, they are essential if NGOs are to be 
credible in addressing HIV/AIDS in their programme work. 
2) A workplace strategy typically encompasses a clear policy 
statement (covering clear procedures, confidentiality, non-
discrimination, gender education, prevention, treatment and care 
and monitoring) supported by guidelines to help management 
implementation. In addition strategy usually incorporates an 
education and prevention programme and a treatment and care 
programme. 
3) Whichever approach is taken, implementation needs to be tailored 
to local cultural, operational and legal dynamics to be effective. 
4) Successful work place strategies need to ensure both commitment 
form the top, to motivate action, and buy in from all levels of 
staff, if the are to be implemented effectively. 
5) Ensuring adequate resources to support implementation is 
essential. Some NGOs found that their education and prevention 
programme had not been implemented due to time pressures on 
staff. 
6) Clear communications of the policy is important. Some NGOs 
found that while they had policies in place to support People 
living with HIV/AIDS the benefits had not been taken up because 
of low awareness of the policy and because a safe and supportive 
environment was not perceived to have been created. 
7) Evidence from NGOs and the commercial sector indicates that 
take up of benefits is still low. Given the huge stigma and 
discrimination associated with HIV/AIDS, it is important to create 
a "safe" environment. People Living with HIV/AIDS need to feel 
that they will be supported if they choose to disclose their status 
openly and that there is a commitment to confidentially if they 
choose not to disclose broadly. 
8) People Living with HIV/AIDS have huge contribution to make 
HIV/AIDS workplace programmes. They should be involved in 
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the development and implementation of strategies to ensure they 
are rooted in reality. 
9) People Living with HIV/AIDS can add enormous value to 
education and awareness raising programmes. It is clear that talks 
by People Living with HIV/AIDS were seen as one of the most 
effective ways of bringing home to staff the reality of HIV/AIDS 
and that it can happen to anyone. 
10) Staff surveys during policy development are valuable as they help 
to identify issues of concern amongst the workforce and provide a 
baseline from which to measure changes in attitude and 
knowledge. Surveys also help to raise awareness and ensure staff 
buy-in. 
11) There is huge scope for collaborative working between NGOs and 
commercial companies in implementing workplace programmes. 
Sharing education programmes and identifying or developing 
quality suppliers of medical treatment for HIV/AIDS. 
12) Increasingly the cost of providing treatment including ART to 
staff is becoming manageable as drug prices decline and the 
infrastructure is developed. Analysis by some of the larger NGOs 
and commercial companies shows that the additional cost of 
providing lifesaving ART is more than offset by the value that, 
that person can contribute as a healthy employee. 
13) However, funding additional medical commitments remains a 
challenge (especially for smaller NGOs and for NGOs that are 
primarily run by volunteers) and donors need to be persuaded to 
fund treatment. 
14) Ability to implement treatment will vary by location; in remote 
locations lack of adequately trained medicos to supervise and 
monitor treatment may be a constraint and NGOs need to think 
carefully about what commitments they can make for treatment if 
it is not available locally. 
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Under the National Aids Control Programme-II (NACP-II) a key aspect 
of the HIV prevention strategy has been adopted through evidence based 
design. The target intervention through NGOs is a very crucial 
component of NACP-II. Thus the AIDS Society of each stick must work 
with the help of NGO partners in preventing HIV/AIDS. NGOs are 
working on varied themes like i) care and support centres ii) preventive 
programmes iii) women in prostitution iv) homosexual men and v) legal 
approaches to issues raised by HIV/AIDS in the field of interventions, 
and vi) rehabilitation programmes. 
CONCLUDING REMARKS 
After reviewing the work of several NGO's, it becomes clear that the 
strategies adopted by NGOs in the intervention are peer-group approach, 
capacity building of the project personnel, condom promotion strategies, 
accessibility of lEC materials, STD diagnosis & treatment counseling, 
outreach work strategies and intervention at the community levels. 
• Peer-group approach - The involvement of peer group in 
designing and implementing HIV/AIDS messages will make sure 
that the messages are more relevant to the community and 
acceptable by the high risk population. They often played a key 
role in gathering the beneficiaries for awareness camps and are 
also building rapport among the staff and the beneficiaries. Peer 
educators in these projects are seen as facilitators and key 
influencers of the community. 
• Capacity building - Capacity building of the staff by regular 
training is one of the strategies implemented by most of the 
NGOs. Issues related to HIV/AIDS prevention, condom 
promotion, STD diagnosis, treatment and behavioural change 
communications training programmes for the outreach staff 
included topics on approach and initiation of talk with the clients. 
and in understanding the clients' behaviour. 
• Condom promotion Activities - Establishment of condom depots 
at accessible places was one of the important interventions. 
Besides free supply of condoms, the condom vending machines 
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were installed in different locations such as 'pan shops', 'dhabas', 
hotels, transport offices, petrol pumps and the project offices. 
• Accessibility of lEC Materials- The lEC campaign was designed 
to create awareness and influence individual behaviour. Street 
plays, folk dances, cinema halls, pamphlets and poster were used 
as media in the interventions. lEC materials were focused to 
communicate to the illiterate and low-income high-risk 
populations. 
• STD Treatment and Counselling - Almost all the NGOs gave 
importance for the diagnosis of STD through syndromic 
recognition and the laboratory testing facilities. Serious attempts 
are to be made to prevent the STD treatment by trained doctors 
with appropriate drugs and suitable locations. 
• Outreach work strategies - The outreach workers involve 
individuals both from high risk population and general population. 
Outreach workers were given training in a specific manner with a 
set of specific education messages, devices and implemented by 
members of the community. The trained outreach workers know 
when, where and how to engage high risk populations in the AIDS 
prevention campaigns. Outreach workers were trained to establish 
and are also responsible for lEC materials distribution, 
dissemination of information about condom and STD diagnosis 
and treatment. 
• Community Level Interventions - Promotion of safe sex 
behaviour and eliminating the stigma and discrimination about 
HIV/AIDS are considered to be important indicators of 
behavioural change. As a communication strategy, materials could 
be printed in local languages and also with multilingual capacity. 
Other Main Activities of the NGOs are: 
• Behavioural change through group educational session, 
• Providing information related to sex and sexuality, 
• Providing quality STD care, 
• Outreach services, 
• Helping community members to develop prevention strategies. 
• Rehabilitation of AIDS widows and orphans. 
They also build focus on building leadership at all levels—leadership is 
built at a geographic level to ensure management of the local situation 
and at the thematic level to guide the community on different issues 
such as violence, savings and credit etc. 
While NGOs and international agencies have set up specific programmes 
to stem the spread of HIV/AIDs, some of the consequences of wider 
development policies, such as increased mobility or migration or 
increased income to spend on recreation, can counteract these 
programmes and contribute to the spread of the virus. Unless HIV/AIDS 
prevention programmes adopt an integrated gender perspective 
addressing power relations within relevant social and economic context 
they are likely to fail. Many HIV/ AIDS prevention programmes for 
youth in school fail because HIV/AIDS education is seen as irrelevant to 
their social and cultural circumstances. Youth education must therefore 
begin with an analysis of the needs and roles of young people in their 
particular community in order to respond appropriately to their needs. 
After over a decade of research, it is recognized by NGOs and many 
governments that long-term solutions are needed to address the power 
imbalances. To date, solutions have been incomplete or inadequate and 
future strategies need to concentrate on power relations. There need to 
be changes in these relations and appropriate programme responses must 
be developed on this basis. Long-term solutions are needed so that 
women and young girls have equal access to employment, education and 
income generating opportunities. 
International agencies and local NGOs need to recognise the link 
between development, gender relations and roles and the spread of 
HIV/AIDS and to promote awareness in a broad context with staff and 
within projects. Existing programmes should be modified to ensure they 
are gender sensitive. 
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Information and services must be provided to support people who are 
affected or infected with HIV/AIDS or other sexually transmitted 
disease and infections (STDs) and (STIs). For example, confidential 
counselling and testing, information about safer sex and different 
control methods. The wider community must also be encouraged to use 
information services and consequently NGOs should produce accessible 
material and widely publicise these different services. NGOs are in a 
strong position to support advocacy and campaigns that can battle the 
spread of HIV/AIDS. 
The need to adopt multiple approaches and involve diverse 
organizations in bringing about attitudinal and behavioural change at the 
community level, will prevent further destruction by HIV/AIDS. This 
review demonstrates how NGOs have embodied diverse objectives while 
maintaining effective local, national and international campaigns to 
combat the HIV/AIDS epidemic. Further development of NGO-
Governmental ties and research defining efficient strategies to affect 
social change at the individual level will determine the course of 
HIV/AIDS. Clearly, NGOs will play a vital role as the epidemic 
progresses. 
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CONCLUSION 
Human Immunodeficiency Virus (HIV) and Acquired Immunodeficiency 
Syndrome (AIDS) are posing great challenge in contemporary period for 
the international community. HIV/AIDS epidemic has continued to 
intensify in last two and half decades and has affected all nations 
throughout the world. Although people are susceptible to HIV 
irrespective of their race, ethnicity, gender, age or even sexual 
orientation, statistics shows that the greatest burden of the disease is 
found in developing countries. The pandemic is now viewed as a major 
development problem with implications beyond the health sector. The 
epidemic is disproportionately affecting developing countries and is 
fuelled by poverty, gender inequality and social marginalisation. The 
spread of HIV is a daunting development challenge, unfortunately the 
epidemic continue to evolve in atmosphere of fear, prejudice, stigma, 
silence and discrimination. Inspite of the progress being made in terms 
of increased awareness and advocacy, denial still exists in some sections 
of society. In India, as elsewhere, AIDS is perceived as a disease of 
'other' - of people living on the margins of society-whose lifestyles are 
considered 'perverted' and 'sinful'. 
The HIV/AIDS epidemic reaffirms the importance of protecting and 
promoting human rights. The HIV/AIDS pandemic presents a stark 
example of the nexus between human rights and health. This first 
became evident when government responses to HIV/AIDS subjected 
people living with the disease, to violations of their rights before the 
law. Early on, advocates began to look to human rights law to protect 
the rights of people who were infected and to ensure that government 
responses to HIV/AIDS pandemic were based on science rather than 
stereotypes and stigma. As the pandemic has progressed, it has become 
apparent that human rights law is relevant not only to the treatment of 
infected individuals but also to wider policies that influence 
vulnerability to HIV/AIDS, as populations that are discriminated 
against, marginalized, and stigmatized are at a greater risk of 
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contracting the disease. A central tool in fighting the pandemic therefore 
must be to strengthen the recognition of the human rights of all people. 
International human rights law can indeed serve as a powerful 
mechanism to influence domestic law and policy regarding HIV/AIDS. 
The human rights frame work is also one of the few avenues the 
international community can use to examine what goes on within a 
state's boarders, especially regarding health policy. This scrutiny by 
outside actors pressures national governments to change their practices 
and is one mechanism through which international consensus on the 
content of each right is built. 
Helping individuals and populations to cope with the burden of rising 
numbers of HIV/AIDS infections, human rights law has a role to play in 
curbing the spread of the disease. When government policies are focused 
on respecting, protecting, and fulfilling the Right to education, scientific 
advancement and health, governments are better able to undertake 
scientifically proven interventions and harm reduction strategies that, 
while perhaps politically unpopular, will curb the spread of HIV/AIDS. 
Although the core international human rights treaties, emphasize 
equality for minorities and women and afford special protections to 
children, these ideals must be incorporated into national law and social 
structures. The United Nations General Assembly adopted the 
Convention on the Elimination of all forms of Racial Discrimination 
(CERD) and the Convention on the Elimination of all forms of 
Discrimination against Women (CEDAW) in 1965 and 1979. Over 90 
per cent of the countries that are members of the United Nations are 
parties to CEDAW, though it is interesting to note that the United states 
has not ratified the treaty. Yet in spite of these public promises on the 
part of governments to ensure that different racial groups and men and 
women stand on equal footing, minorities and women remain second-
class citizens in many countries. International treaties should therefore 
be supplemented by national legislation and training for minority and 
women advocates. Making these promises a reality may be the best 
medicine in the fight against AIDS. 
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Likewise, the convention on the Rights of the Child (CRC) is almost 
universally ratified, though the United States has not ratified this treaty, 
either. The CRC protects children's rights to health, education and a 
minimum age and appropriate conditions for employment. The treaty 
also obligates states to protect children from sexual exploitation and 
abuse, as well as trafficking for any purpose. In spite of these lofty 
statements, however, children remain susceptible to infection and suffer 
the consequences of HIV/AIDS infections among family members. 
Again, making these rights a part of the cultural landscape could slow 
the spread of AIDS by protecting children from exploitation. 
It is submitted that the protection of Human Rights will undoubtedly 
affect the speed at which the HIV/AIDS pandemic spreads. Securing the 
human rights of people affected by HIV/AIDS allows them to receive 
treatment, continue working, and provide for themselves and their 
families while they are still well enough to contribute. It affords society 
the benefits of talented and productive individuals. Equally important, it 
encourages people at risk to get tested for the disease, allowing 
treatment to begin earlier as well as offering greater protection for 
sexual and needle-sharing partners. 
Enforcing the human rights of vulnerable populations will also slow the 
spread of the disease. When countries adhere to the human rights 
principles to which they have agreed, minority status will no longer be a 
risk factor for contracting HIV/AIDS. Different races and ethnic groups 
will have equal access to society's resources, including education about 
the disease and its treatment. Women will be better able to protect 
themselves from contracting HIV. They will have the economic and 
political power to leave unfaithful husbands or to refuse unprotected 
sex. Children will be protected from exploitation, sex trafficking, inter 
generational marriage, and sexual violence will became less prevalent 
by protecting the human rights of all segments of the population, people 
will be better able to ensure their own health and the health of their 
families. 
India is facing a rise in the number of people living with HIV/AIDS. It 
is very important to put a check on this pandemic. The government of 
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India realized the need to address the issue of HIV/AIDS law quickly 
once it was reported first time in 1986. Till date there is no law 
regarding HIV/AIDS in India. Therefore there is an urgent need of a 
legistation to curb the menace. Judiciary is playing an active role to 
protect the rights of people living with HIV/AIDS. Courts have now and 
then realized that HIV/AIDS is a public threat, a public health issue and 
one that needs to be articulated in terms of the constitutional guarantee 
of the Right to Life. 
Civil society may take a leading role in making the Legal system 
accessible and responsive to the needs of those infected with HIV/AIDS. 
Vigorous legal protections against discrimination needs to be in place 
and utilized to provide meaningful promotion, protection, and 
enforcement of human rights norms. Public leaders can call for 
efficacious HIV/AIDS prevention, treatment and monitoring 
programmes. Establishing sound medical practices conducted with 
compassion and respect for human dignity will elaborate and innovate 
the best practices of HIV/AIDS care and treatment in resource contained 
settings. The contribution of the medical and public health profession is 
essential to promote HIV/AIDS practices and policies that will promote 
well being and health among the vulnerable population. 
Community and spiritual leaders can take a leading role to acknowledge 
HIV/AIDS as a vital issue deserving of compassion and not contempt, 
sensitivity rather than stigma. The relationship of the community to 
those living with HIV/AIDS establishes the social fabric in which rights 
will be fulfilled. Spiritual leaders can educate and guide communities to 
human rights friendly approach and encourage sexual abstinence and 
reduction in the number of sexual partners. 
Political leaders should be called on to speak out forcefully and act to 
create the political, economic and social structures that are vital to 
promote human rights protections for those living with HIV/AIDS. 
Moreover, government officials can out within their spheres to create 
policies and practices that move the country closer toward full 
realization of the right to health. 
The HIV/AIDS pandemic must now be regarded as a disaster and as 
such requires both short term relief measures and long-term actions 
aimed at addressing the rights and security issues of HIV/AIDS, and 
mainstreaming gender as across cutting concern of human rights and 
security. This would mean incorporating the gender and HIV/AIDS 
approach with that of the rights and security approach to transform 
relations between women and men that will eliminate gender inequality 
reduce the risk of infection and foster an enabling environment that 
ensures true partnership in opportunities for both women and men to 
prevent HIV infection and cope with the pandemic more successfully. 
To achieve this there is a need for strong political commitment adequate 
resources, good governance and democratic participation to provide a 
lasting solution. It also needs the concerted effort and partnership of 
governments, civil society, international organizations, non-
governmental organizations and the private sector in resolving these 
problems. 
NGOs play a vital role in curbing the menace. They have an important 
and very special role in the society. The close inter personal interaction 
that NGOs have with people in the communities they work in, is 
extremely useful for implementing the behavioral interventions 
necessary for HIV/AIDS prevention and care. 
It is submitted that, the challenges to combating HIV/AIDS are great, 
but the stakes are greater. Human rights is premised on the belief that 
each of us is entitled to a basic standard of dignity; in that sense the 
collective is measured by how the most vulnerable are treated. All 
sectors of civil society can call on the government to begin to provide 
treatment—and hope—to those who are HIV positive. By advocating for 
the most vulnerable, researcher advocates for adherence to core human 
rights protections that benefit everyone. Human rights provide a 
framework to guide how countries address the battle against HIV/AIDS. 
With courage, compassion, and commitment, this is a fight that can be 
won. 
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SUGGESTIONS AND RECOMMENDATIONS 
1) Central Government should, with immediate effect, enact the 
legislation on HIV/AIDS for which the Bill has been presented in 
the Parliament. 
2) States, at the highest level of Government (head of State, Prime 
Minister and relevant ministers) should promulgate the guidelines 
on HIV/AIDS and Human Rights and ensure that the political 
weight of the government is behind the dissemination and 
implementation of the guidelines throughout all branches of the 
executive, legislature and judiciary. 
3) States, should assign appropriate governmental bodies/staff with 
the responsibility to devise and implement a strategy for 
dissemination and implementation of the guidelines and establish 
periodic monitoring of this strategy through, for example, reports 
to the executive office and public hearings. States should establish 
within the executive branch a staff members responsible for this 
strategy. 
4) Universal access to HIV/AIDS prevention, treatment, care and 
support is necessary to report, protect and fulfil human rights 
related to health, including the right to enjoy the highest 
attainable standard of health. Universal access will be achieved 
progressively over time. However, states have an immediate 
obligation to take steps, and to move as quickly and effectively as 
possible, towards realizing access for all to HIV/AIDS prevention, 
treatment, care and support at both the domestic and global levels. 
This requires, among other things, setting benchmarks and targets 
for measuring progress. 
5) States should review and, where necessary amend or adopt laws, 
policies, programmes and plans to realize universal and equal 
access to medicines diagnostics and related technologies, taking 
these factors into account. As one example, duties, custom laws 
and value-added taxes may hinder access to medicines, 
diagnostics and related technologies at affordable prices. Such 
laws should be revised so as to maximize access. States should 
ensure that national laws, policies, programmes and plans 
affecting access to HIV/AIDS related goods, services or 
information are consistent with international human rights norms, 
principles and standards. States should consider the experience 
and expertise of other states, and consult with people living with 
HIV/AIDS, non-governmental organizations, and domestic and 
international health organizations with relevant expertise. 
6) States should also ensure that there laws, policies, programmes 
and practices do not exclude stigmatize or discriminate against 
people living with HIV/AIDS or their families, either on the basis 
of their HIV states or an other grounds country to international or 
domestic human rights norms, with respect to their entitlement or 
access to health care goods, services and information. 
7) State legislation, policies, programmes, plans and practices should 
include positive measures to address factors that hinder the equal 
access of vulnerable individuals and populations to prevention, 
treatment, care and support, such as poverty, migration, rural 
location or discrimination of various kinds. These factors may 
have a cumulative effect. For example children (particularly girls) 
and women may be the last to receive access even if treatment is 
otherwise available in their communities. 
8) States should recognize, affirm and strengthen the involvement of 
communities as part of comprehensive HIV/AIDS prevention, 
treatment, care and support, while also complying with their own 
obligations to take steps in the public sector to respect, protect 
and fulfil human rights related to health. Mechanisms should be 
developed to enable affected communities to access resources to 
assist families who have lost income earners to AIDS. Particular 
attention must be paid to gender inequalities, with respect to 
access to care in the community for women and girls, as well as 
the burdens that delivering care at the community level may 
impose on them. 
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9) Legislation, policies and programmes should take into account the 
fact that persons living with HIV/AIDS may recurrently and 
progressively experience ill health and greater health care needs, 
which should be accommodated accordingly within benefit 
schemes in both the public and private sectors. States should work 
with employees and employers and workers organizations, to 
adapt or adopt benefit schemes, where necessary to ensure 
universal and equal access to benefits for workers living with 
HIV/AIDS. Particular attention must also be paid to ensuring 
access to health care for individuals outside the formal 
employment sector, who lack work-related health care benefits. 
10) States should ensure that domestic legislation provides for prompt 
and effective remedies in cases in which a person living with 
HIV/AIDS is denied or not provided access to treatment, care and 
support. States should also ensure due proccess of law so that the 
merits of such complaints can be independently and impartially 
assessed. At the international level, states should strengthen 
existing mechanisms, and develop new mechanisms where they do 
not currently exist, enabling persons living with HIV/AIDS to 
seek prompt, effective redress for breaches of states international 
legal obligations to respect, protect and fulfil rights related to 
health. 
11) States should ensure the quality assurance and control of 
HIV/AIDS related products. States should ensure through 
legislative and other measures (e.g. functional system for pre-
marketing approval and post-marketing surveillance), that 
medicines, diagnostics and related technologies are safe and 
effective. 
12) States should take legislative and other measures to ensure that 
medicines are supplied in adequate quantities and in a timely 
position, and with accurate, current and accessible information 
regarding their use. For example, consumer protection law or 
other relevant legislation should be enacted or strengthened to 
prevent fraudulent claims regarding the safety and efficacy of 
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drugs, vaccines and medical devices, including those relating to 
HIV/AIDS. 
13) Laws and regulations should be enacted to ensure the quality and 
availability of HIV tests and counselling. If home test and/or 
rapid HIV test kits are permitted on the market, they should be 
strictly regulated to ensure quality and accuracy. The 
consequences of loss of epidemiological information, the lack of 
accompanying counselling and the risk of unauthorized use, such 
as for employment or immigration should also be addressed. Legal 
and social support services should be established to protect 
individuals from any abuse arising from HIV testing. States 
should also ensure supervision of the quality of delivery of 
voluntary counselling and testing (VCT) services. 
14) Legal quality control of condoms should be enforced, and 
compliance with the international condom standard should be 
monitored in practice. Restrictions on the availability of 
preventive measures, such as condoms, clean needles and 
syringes, should be repealed. The Bio Medical waste must be 
disposd immediately and effectively. Widespread provisions of 
these preventive measures through various means, including 
vending machines in appropriate locations, should be considered, 
in light of the greater effectiveness provided by the increased 
accessibility and anonymity afforded by this method of 
distribution. Condom promotion initiatives should be coupled 
with HIV/AIDS information campaigns for optional impact. 
15) Laws and regulations should be enacted to enable widespread 
provision of information about HIV/AIDS through the mass media 
eg. street plays. This information should be aimed at the general 
public, as well as at various vulnerable groups that may have 
difficulty in accessing information. HIV/AIDS information should 
be effective for its designated audience and not be inappropriately 
subject to censorship or other broadcasting standards, particularly 
as this will have the effect of damaging access to information 
vital to life, health and human dignity. 
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16) In order to improve prevention and therapeutic options related to 
HIV/AIDS, states should increase funds allocated to the public 
sector for researching, developing and promoting therapies and 
technologies for the prevention, treatment care and support of 
HIV/AIDS and related infections and conditions. The private 
sector should also be encouraged to undertake such research and 
development and to make the resulting options widely and 
promptly available at prices affordable to there who need them. 
17) States and the private sector should pay special attention to 
support research and development programme that address the 
health needs of developing countries. In recognition of the human 
rights to share in scientific advancement and its benefits, states 
should adopt laws and policies, at the domestic and international 
levels, ensuring that the outcomes of research and development 
are of national and global benefit with particular attention to the 
needs of people in developing countries and people who are poor 
or otherwise marginalized. 
18) States should integrate HIV/AIDS prevention, treatment care and 
support into all aspects of their planning for development, 
including in poverty eradication strategies, national budget 
allocations and sectoral development plans. In so doing, states 
should have particular regard, at a minimum, for internationally 
agreed targets in addressing HIV/AIDS. 
19) States should increase their national budget allocations for 
measures promoting secure and sustainable access to affordable 
HIV/AIDS prevention, treatment, care and support, at both the 
domestic and international levels. States should, among other 
steps, make contributions, in proportion to their resources, to 
mechanisms such as the Global fund to Fight AIDS. Developed 
countries should make concrete commitments of increased official 
development, assistance that will move them without delay 
towards meeting international targets which they have agreed, 
paying particular attention to assistance in realizing access to 
health care goods, services and information. 
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20) States should ensure that international and bilateral mechanisms 
for financing responses to HIV/AIDS, provide funds for 
prevention treatment, care and support, including the purchase of 
antiretrovirai drugs and other medicines, diagnostics and related 
technologies. States should support and implement policies 
maximizing the benefit of donor assistance, including policies 
ensuring that such resources are used to purchase generic 
medicines, diagnostics and related technologies, where these are 
more economical. 
21) States international and bilateral financing mechanisms should 
also provide funding for strengthening health- care systems, for 
improving the capacity and working conditions of health care 
personnel and the effectiveness of supply systems, for financing 
plans and referral mechanisms to provide access to prevention, 
treatment, care and support and for family, community and home 
based care. 
22) States should collaborate with non governmental organizations, 
inter governmental organizations and united Nations bodies, 
agencies and programmes in creating, maintaining and expanding 
international, policly accessible sources of information on the 
sources, quality and world wide prices of medicines, diagnostics 
and related technologies for the preventive, curative and palliative 
care of HIV/AIDS and related opportunistic infections and 
conditions. 
23) States should support and cooperate with international 
mechanisms for monitoring and reporting on the measures they 
have taken for progressively realizing access to comprehensive 
HIV/AIDS prevention, treatment, care and support including 
antiretrovirai and other medicines, diagnostics and related 
technologies. States should include relevant information in their 
reports to bodies monitoring their progress in complying with 
their international legal obligations. The data in these report 
should be disaggregated in a manner that helps to identify and 
remedy possible disparities in access to prevention, treatment. 
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care and support, and should use exciting or develop, new 
evaluation tools such as indicators or audits to measure 
implementation. States should actively involve non-governmental 
organizations including those representing people living with 
HIV/AIDS and vulnerable groups in preparing such reports and in 
acting on the observations and recommendation received from 
such monitoring bodies. 
24) States should pursue and implement international and regional 
cooperation aimed at transferring to developing countries, 
technologies and expertise for HIV/AIDS prevention treatment, 
care and support. States should support cooperation between 
developing countries in this regard and should join international 
organizations in providing and supporting technical assistance 
aimed at realizing access to HIV/AIDS prevention, treatment, care 
and support. 
25) States should in light of their human rights obligations, ensure 
that bilateral, regional and international agreements, such as those 
dealing with intellectual property, do not impede access to 
HIV/AIDS prevention treatment, care and support including 
access to antiretroviral and other medicines, diagnostics and 
related technologies. 
26) All staff of testing centers and hospitals, both in public and 
private sector should be trained and sensitized on the added value 
of the right of any person or patient to make an informed decision 
about consenting to test for HIV. Further the same staff need to be 
sensitized on universal precautions, provided with an appropriate 
infrastructure and conducive environment enabling them to 
respect the right of any person or patient to decide whether to test 
for HIV or not. This right to self autonomy must be combined 
with the provision of the best possible services of pre-test and 
post-test counseling. Right to privacy and confidentiality must be 
protected. Persons detected at routine HIV screening at blood 
banks, should be referred to counselling centres at nereby health 
care facilities, for further evaluation and advice. 
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27) The availability and/or accessibility to voluntary testing and 
counselling facilities needs to be increased throughout India, 
including rural/remote areas in an immediate or pleased manner. 
28) The legal framework, administrative procedures, and professional 
norms should be revised to ensure enabling environment, which 
foster and respect confidentiality. 
29) Implement stigma reduction programmes and campaigns among 
health care professionals that prohibit isolation of HIV positive 
patients. Develop anti-discrimination legislation that practically 
enables protection of the rights of health care workers and 
patients, and that makes both the public and private sector 
accountable. 
30) Effectively share accurate information on HIV (including 
transmission modes, sexually transmitted diseases (STD), 
preventive and curable aspects, treatments drugs and counselling) 
to different categories of women in varied innovative, culturally 
adapted ways all over India. 
31) All pregnant women should be provided an opportunity to have an 
HIV test especially in rural setup, since vertical transmission of 
HIV can be effectively stopped by the use of low cost drugs in 
pregnant women who test positive. Women, who test positive for 
HIV, during pregnancy, should be offered such treatment. 
32) HIV/AIDS test must be made mandatory before marriage as it will 
reduce the risk of HIV transmission from infected partner. 
33) Ensure that the response to children and young people is shaped 
and driven by their rights guaranteed under the International 
Convention on the Rights of the Child, 1989, and also their 
overall health needs as well as health education requirements. 
Train government officials, policy—makers, and health care 
providers to fully familiarize them with the contents of the 
convention on the Rights of the Child. 
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34) Increase legal literary among PLWHA and communities by 
community training programmes and integration of legal literary 
messages in prevention messages. Ensure access to legal remedy 
day in case of violations of the rights guaranteed. 
35) Working together with religious and traditional leaders to identify 
the cultural and religious practices that influence gender relations, 
to eliminate practices that increase the vulnerability of women, 
young girl and children to HIV/AIDS and to work with the 
positive core values and practices of respective cultures and 
religions in HIV/AIDS education including sex and sexuality 
education, prevention, treatment and care, within the framework 
of the Vienna programme of Action adopted at the world 
conference on Human Rights (1993). 
36) Introducing measures including training and a comprehensive 
Code of conduct and measures for its enforcement, to ensure that 
peacekeeping and military personnel respect the rights of women 
and girls in all aspects of their operations. 
37) Government should take initiative not only to prevent the spread 
of HIV/AIDS and protect the rights of HIV/AIDS victims but also 
make efforts to rehabilitate such victims and there families. 
38) Provision of compensation to the victims who have acquired this 
virus due to 'others' fault must be enacted. Judiciary must take 
this step which will in a way hinder spread of the virus. 
RECOMMENDATIONS FOR DISSEMINATION AND 
IMPLEMENTATION OF THE GUIDELINES ON HIV/AIDS 
HUMAN RIGHTS 
States 
1) States should disseminate the guideline to relevant national 
bodies, such as parliamentary committees on HIV/AIDS and 
national AIDS programmes, as well as to the provincial and local 
level bodies. 
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2) States through these bodies, should give formal consideration to 
the guidelines in order to identify ways to build them into existing 
activities and prioritize necessary new activities and policy review 
states should also organize consensus workshops with the 
participation of non-governmental organizations, community-
based organizations and AIDS service organizations, networks of 
people living with HIV/AIDS, service organizations, networks on 
ethics, law, human rights and HIV, as well as political and 
religious groups: 
(a) States should discuss the relevance of the guidelines to the 
local situation, to identify obstacles and needs, to propose 
interventions and solutions and to achieve consensus for 
adoption of the guidelines: 
(b) States should elaborate national, provincial and local plans 
of action for implementation and monitoring of the 
guidelines within the local content. 
(c) States should mobilize and ensure the commitment of 
relevant governmental officials to apply the guidelines as a 
working tool to be integrated into their individual 
workplaces. 
3) States, at national subnational and local levels, should establish 
mechanisms to receive, process and refer issues, claims and 
information in relation to the guidelines and to the human rights 
issues rose therein. States should create focal points to monitor 
the implementation of the guidelines in relevant government 
departments. 
4) States, in ways consistent with judicial independence, should 
disseminate the guidelines widely throughout the judicial system 
and use them in the development of jurisprudence, conduct of 
court cases involving HIV related matters and HIV related 
training/containing education of judicial officers. 
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5) States, should keep a check on the judicial system regarding the 
disposal of HIV related cases. Quick hearing of HIV related cases 
must be made mandatory. 
6) States should disseminate the guidelines throughout the legislative 
branch of government and particularly to parliamentary 
committees involved in the formulation of policy and legislation 
relevant to the issues raised in the guidelines. Such committees 
should assess the guidelines to identify priority areas for action 
and a longer term strategy to ensure that relevant policy and law 
are in conformity with the guidelines. 
Non - Governmental Organizations 
1) NGOs should implement the guidelines within a broad framework 
of communication around HIV and human rights, including 
through the establishment of ongoing communication between the 
HIV/AIDS community and the human rights community by: 
a) Establishing contacts at the international, regional and local 
levels between network of social organizations, people 
living with HIV/AIDS and human rights NGOs. 
b) Networking with human rights NGOs at meetings of United 
Nations Human rights bodies. 
c) Promoting discussion of the guidelines in their newsletters 
and other publications as well as through other media. 
d) Developing an action—oriented and accessible versions of 
the guidelines. 
e) Developing a strategy and process for the dissemination of 
the guidelines and seeking funding and technical 
cooperation with regard to the dissemination. 
2) Non-Governmental organizations at the regional level should; 
a) Establish or use focal points to disseminate the guidelines 
with popularization and training. 
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b) Use the guidelines as a tool for advocacy, interpretation, 
monitory abuse and establishing best practice. 
c) Bring cases of HIV/AIDS related discrimination and other 
violations of human rights in the content of HIV/AIDS to 
regional human rights judicial and quasi-judicial 
mechanisms. 
3) NGOs at the national level, in order to advocate the guidelines, 
should obtain consensus on their acceptance and establish a joint 
strategy with governmental and non-governmental partners as a 
baseline for monitoring the guidelines, through the following 
means: 
a) Hold meetings with national governmental human rights 
organizations. 
b) Hold Meetings with national government (relevant 
ministers), legislative and judiciary. 
c) Establish or use existing national focal points together 
information and develop systems of information exchange 
on HIV and human rights, including the guidelines. 
SUGGESTION FOR FURTHER RESEARCH 
Adequate information is a condition precedent to envisage planning, 
programmes and policies concerning any socio-legal problem. There is 
tendency to encourage research, but it is not linked with any policy and 
programme to improve HIV/AIDS conditions. After surveying the 
existing material and the Human Rights perspective of HIV/AIDS, the 
researcher has made a modest attempt to scrutinize the existing menace 
and has raised number of issues and questions which leaves a room for 
further research and study in the concerned area. 
Let us wind up the present work with the hope of reducing the 
prevalence of the epidemic through adequate participation of the 
government, in protecting and promoting the rights of HIV/AIDS 
affected people and strengthen the promises made by the Constitution of 
India, regarding Right to dignified Life. 
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The following Act of Parliament received the assent of the President on the [ ] 
and is hereby published for general information:— 
THE inV/AIDS BILL, 2006 
No. [ ] OF 2006 
[Date] 
A Bill to provide, keeping in view the social, economic and debilitating effects of the HIV 
epidemic in India, for the prevention and control of the HIV epidemic in India, the protection 
and promotion of human rights in relation to HIV/AIDS, for the establishment of National, 
State, Union Territory and District Authorities to promote such rights and promote 
prevention, awareness, care, support and treatment programmes to control the spread of 
HIV, and for matters connected therewith or incidental thereto. 
Whereas the spread of HIV/AIDS is a matter of concern to all, and 
Whereas there is a need to prevent and control the spread of HIV/AIDS, and 
Whereas there is a need to protect and promote the rights of those who are 
HIV-positive, those who are affected by HIV/AIDS and those who are most 
vulnerable to HIV/AIDS in order to secure their human rights and prevent the 
spread of HIV/AIDS, and 
Whereas there is a need for effective and accessible care, support and 
treatment for HIV/AIDS, and 
Whereas there is a need to protect the rights of healthcare providers and other 
persons in relation to HIV/AIDS, and 
Whereas the Union of India has signed various treaties, agreements and 
declarations relating to HIV/AIDS, the protection of rights of those who are HIV-
positive, those who are affected by HIV/AIDS and those who are most vulnerable 
to HIV/AIDS in order to secure their human rights and prevent the spread of 
HIV/AIDS, including the International Convention on Civil and Political Rights, 
the International Convention on Economic, Social and Cultural Rights and the 
United Nations General Assembly Special Session Declaration of Commitment on 
HIV/AIDS, and 
Whereas it is necessary to give effect to those treaties and declarations under 
Article 253 of the Constitution of India. 
BE it enacted by Parliament in the Fifty-sixth Year of the Republic of India as follows: 
CHAPTER I 
PRELIMINARY 
1. Short title, extent and commencement. - (1) This Act may be called the HIV/AIDS 
Act, 2006. 
(2) It extends to the whole of India. 
(3) It shall come into force on such date as the Central Government may, by notification in 
the Official Gazette, appoint. 
2. Definitions. - In this Act, unless the context otherwise requires, -
(a) "AIDS" means Acquired Immune Deficiency Syndrome, and is a condition 
characterised by a combination of signs and symptoms, caused by HIV, which attacks 
and weakens the body's immune system making the HIV-positive person susceptible to 
other life threatening conditions, or as may be defined by the National HIV/AIDS 
Authority from time to time; 
(b) "Appropriate Government" means 
(i) the Central Government in the case of the territory comprising the whole of 
India, 
(ii) the state Government in the case of territory comprised in a state, 
(iii) the Union Territory Government, in the case of territory comprised in a 
Union Territory having its own legislature, and 
(iv) the Central Government, in the case of other Union Territories; 
(c) "capacity to consent" means an individual's ability, determined on an objective basis 
irrespective of such individual's age, to understand and appreciate the nature and 
consequences of a proposed healthcare service, treatment, intervention, procedure or 
research, or of a proposed disclosure of HFV-related information, and to make an 
informed decision concerning such service, treatment, intervention, procedure or 
disclosure: 
Explanation:- In determining the capacity to consent of an individual, the following 
factors may be considered: whether or not they are responsible for their own financial 
care or that of their family or dependants and whether or not they are living on their 
own; 
(d) "children affected by HIV/AIDS" means persons below the age of 18 years who are 
HIV-positive, or have a parent or guardian who is HIV-positive, or have lost a parent or 
guardian to AIDS or live in households fostering children orphaned by AIDS; 
(e) "court" means a civil, criminal or revenue court and includes any tribunal or any other 
authority, constituted under any law for the time being in force, to exercise judicial or 
quasi-judicial functions; 
(f) "discrimination" includes any act or omission including a policy, law, rule, practice, 
custom, tradition, usage, condition or situation which directly or indirectly, expressly or 
by effect, immediately or over a period of time: 
(i) imposes burdens, obligations, liabilities, disabilities or disadvantages on, or 
(ii) denies or withholds benefits, opportunities or advantages, from, or 
(iii) compels or forces the adoption of a particular course of action by, 
any person or category of persons, based on one or more HIV-related grounds. 
Explanation / : - HIV-related grounds are: 
(i) HIV status, actual or perceived; or 
(ii) actual or perceived association with an HIV-positive person; or 
(iii) actual or perceived risk of exposure to HIV infection; or 
(iv) any other ground where discrimination based on that ground (1) causes or 
perpetuates or has a tendency to perpetuate systemic disadvantage in respect 
of a category of persons, (2) undermines human dignity or (3) adversely 
affects the equal enjoyment of a protected person's rights and freedoms in 
relation to HIV/AIDS; 
(g) "domestic relationship" means a relationship between two or more persons who live or 
have lived together in a shared household, when they are related by consanguinity, 
marriage or through a relationship in the nature of marriage, adoption or are family 
members living together as a joint family; 
(h) "healthcare provider" means an individual whose vocation or profession is directly or 
indirectly related to the maintenance of the health of another individual including any 
physician, nurse, paramedic, psychologist, counsellor or other individual providing 
medical, nursing, psychological, or other healthcare services of any kind; 
(i) "HIV" means the Human Immunodeficiency Virus; 
(j) "HIV/AIDS Authority" means a National, State, Union Territory or District HIV/AIDS 
Authority, as the context requires, constituted and established under Chapter XI of this 
Act; 
(k) "HIV- positive person" means a person who tests positive for HIV with a confirmatory 
HIV test; 
(I) "HIV-related information" means any information related to the HIV status of a person 
including: 
(i) information related to or concerning the undertaking, performing or result of an 
HIV test; or 
(ii) information related to or concerning the HIV or HIV antibody status of a 
person; or 
(iii) information related to or concerning the care, support or treatment of a person; 
(iv) any other private information concerning a person, collected, received, 
accessed or recorded in connection with an HIV-related test, HIV-related 
treatment or HIV-related research or the HIV status of a person; or 
(v) information which may identify such person; or 
(vi) any information relating or connected thereto; 
(m) "HIV status" means the actual or perceived presence in a person's body of HIV or 
symptoms of AIDS; 
(n) "HIV test" means a test to determine the presence of the antibody or antigen of HIV, 
or of HIV infection; 
(o) "HIV-related test" includes an HIV test and tests to determine the presence of 
conditions related to HIV; 
(p) "lEC" means information, education and communication; 
(q) "informed consent" means consent given, specific to a proposed intervention, without 
any force, undue influence, fraud, threat, mistake or misrepresentation and obtained 
after disclosing to the person giving consent adequate information including risks and 
benefits of, and alternatives to, the proposed intervention in a language and manner 
understood by such person; 
(r) "institution" means any person carrying on systematic activity by co-operation 
between two or more persons in the previous twelve months, in one or more places 
with functional integrity, for wages, consideration or otherwise, for the production, 
supply or distribution of goods or services with a view to satisfy human wants or 
wishes. 
Exception:- 'Institution' shall not include any seasonal agricultural operation; 
(s) "partner" means a spouse, de facto spouse or a person with whom another person has 
a relationship in the nature of marriage; 
(t) "person" includes an individual, a Hindu Undivided Family, any other family, a 
company, a firm, an association of persons or a body of individuals, whether 
incorporated or not, in India or outside India, any corporation established by or under 
any Central, State or Provincial Act or a Government company as defined in Section 
617 of the Companies Act, 1956, any body corporate incorporated by or under the 
laws of a country outside India, a co-operative society registered under any law 
relating to co-operative societies, a local authority, and every other artificial juridical 
person; 
(u) "prescribed" means as prescribed in the Rules under this Act; 
(v) "protected person" means a person who is: 
(i) HIV-positive; or 
(ii) actually, or perceived to be, associated with an HIV-positive person; or 
(iii) actually, or perceived to be, at risk of exposure to HIV infection; or 
(iv) actually or perceived to be, a member of a group actually or perceived to be, 
vulnerable to HTV/AIDS. 
(w) "reasonable accommodation" means the alteration of policies, practices, or 
procedures or the modification of or adjustment to a job or work or other environment 
or the way things are usually done that enables an HIV-positive person who is 
otherwise qualified to enjoy equal benefits and privileges of the programme, service, 
or activity, or to perform the essential functions of a job or to fulfil the requirements 
of an educational programme or course as a similarly-situated person who is not HIV-
positive and includes job restructuring, part-time or modified work or education 
schedules, or reassignment to a vacant position. 
(x) "Regulations" means Regulations under this Act; 
(y) "significant risk" means: 
(i) the presence of a significant risk body substance; and 
(ii) a circumstance which constitutes significant risk for transmitting or contracting 
HIV infection; and 
(iii) the presence of an infectious source and a non-infected person, 
or as may be defined by the National HIV/AIDS Authority from time to time. 
Explanation 1:- "Significant risk body substances" are blood, blood products, semen, 
vaginal secretions, breast milk, tissue and the following body fluids: cerebrospinal, 
amniotic, peritoneal, synovial, pericardial and pleural. 
Explanation 2:- "Circumstances which constitute significant risk of transmitting or 
contracting HIV infection" are: 
(i) sexual intercourse including vaginal, anal or oral sexual intercourse which 
exposes an uninfected person to blood, blood products, semen or vaginal 
secretions of an HIV-positive person; 
(ii) sharing of needles and other paraphernalia used for preparing and injecting 
drugs between HIV-positive persons and uninfected persons; 
(iii) the gestation, birthing or breast feeding of an infant when the mother is an HIV-
positive person; 
(iv) transfusion or transplantation of blood, blood products, organs or other tissues 
from an HIV-positive person to an uninfected person, provided such blood, 
blood products, organs or other tissues have not been tested conclusively for the 
antibody or antigen of HIV and have not been rendered non-infective by heat or 
chemical treatment; 
(v) other circumstances not identified above during which a significant risk body 
substance, other than breast milk, of an HIV-positive person contacts or may 
contact mucous membranes including eyes, nose or mouth, non-intact skin 
including open wounds, skin with a dermatitis condition or abraded areas or the 
vascular system of an uninfected person. Such circumstances include but are 
not limited to needle-stick or puncture wound injuries and direct saturation or 
permeation of these body surfaces by the infectious body substance. 
Provided that "significant risk" shall not include: 
(i) exposure to urine, faeces, sputum, nasal secretions, saliva, sweat, tears 
or vomit that does not contain blood that is visible to the naked eye; 
(ii) human bites where there is no direct blood to blood, or blood to 
mucous membrane contact; 
(iii) exposure of intact skin to blood or any other blood substance; 
(iv). occupational settings where individuals use scientifically accepted 
universal precautions, barrier techniques and preventive practices in 
circumstances which would otherwise pose a significant risk and sucli 
barriers are not breached and remain intact. 
(z) "State" shall have the meaning assigned to it under Article 12 of the Constitution of 
India. 
(za) "universal precautions" means infection control measures that prevent exposure to or 
reduce the risk of transmission of pathogenic agents including HIV and includes 
education, training, personal protective equipment such as gloves, gowns and masks, 
hand washing, and employing safe work practices. 
3. General Declaration of Principles and Interpretation. - (1) Any person applying 
this Act must interpret its provisions to give effect to: 
(a) The letter and spirit of the Constitution of India, the provisions of which include 
the guarantee of equality, life and personal liberty and the freedoms of speech, 
expression and movement; 
(b) Compliance with international law obligations including treaty obligations in 
terms of, amongst others, the Universal Declaration of Human Rights, the 
International Covenant on Economic, Social and Cultural Rights, the 
International Covenant on Civil and Political Rights, the United Nations General 
Assembly Special Session Declaration of Commitment on HIV/AIDS and the 
Convention on the Elimination of All Forms of Discrimination against Women 
and customary international law; and 
(c) The Preamble of this Act, thereby fulfilling the spirit, purpose and objects of this 
Act. 
(2) In the adjudication of any proceedings, which are instituted in terms of or under this 
Act, the Court shall apply the principle of purposive interpretation and in balancing 
rights, shall follow the principle of the least restrictive alternative. 
(3) In the adjudication of any proceedings, which are instituted in terms of or under this 
Act, the following principles shall apply: 
(a) The expeditious processing of cases, which facilitates participation by the parties 
to the proceedings; 
(b) Access to justice to all persons in all judicial and other dispute resolution fora; 
(c) The use of corrective or restorative measures in conjunction with measures of a 
deterrent nature; and 
(d) The development of special skills and capacity for persons applying this Act in 
order to ensure effective implementation and administration thereof 
(4) In the application of this Act, the following shall be recognised and taken into account: 
(a) The existence of systemic discrimination and inequalities, particularly in respect 
of gender, sexuality, class, disability, religion, race, caste, sex and place of birth 
in all spheres of life as a result of past and present discrimination, including that 
brought about by patriarchy; and 
(b) The need to take measures at all levels to eliminate such discrimination and 
inequalities. 
CHAPTER II 
PROHIBITION OF DISCRIMINATION 
4. Prohibition of Discrimination. - (1) No person shall be subject to discrimination in 
any form by the State or any other person in relation to any sphere of public activit) 
including: 
(a) Denial of, or termination from, employment or occupation unless in the case of 
termination: 
(i) a person, who is otherwise qualified, in the written assessment of an independent 
healthcare provider qualified to make such an assessment, poses a significant risk of 
transmission of HIV to other persons in the workplace, or is unfit to fulfil the duties of 
thejob;and 
(ii) the employer is unable to provide reasonable accommodation due to undue 
administrative or financial hardship and the employer shall along with the letter of 
dismissal provide a written statement to such person stating the nature and extent of 
such hardship. 
Provided that if the employer fails to provide such written statement, it shall be 
presumed that there is no such undue administrative or financial hardship; 
(b) Unfair treatment in, or in relation to, employment or occupation; 
(c) Denial or discontinuation of, or unfair treatment in, healthcare services; 
(d) Denial or discontinuation of, or unfair treatment in, educational services; 
(e) Denial or discontinuation of, or unfair treatment with regard to, access to, or 
provision or enjoyment or use of any goods, accommodation, service, facility, 
benefit, privilege or opportunity dedicated to the use of the general public or 
customarily available to the public, whether or not for a fee including shops, 
public restaurants, hotels and places of public entertainment or the use of wells, 
tanks, bathing ghats, roads, burial grounds or funeral ceremonies and places of 
public resort; 
(f) Denial or discontinuation of, or unfair treatment with regard to, the right of 
movement; 
(g) Denial or discontinuation of, or unfair treatment with regard to, the right to 
reside, purchase, rent, or otherwise occupy, any property; 
(h) Denial or discontinuation of, or unfair treatment in, the opportunity to stand for 
or hold public or private office; 
(i) Denial of access to, removal from, or unfair treatment in, a State or private 
institution in whose care or custody a person may be; 
(j) Denial of, or unfair treatment in, the provision of insurance unless such unfair 
treatment is based on and supported by actuarial studies; 
(k) Isolation or segregation of a protected person; 
(1) HIV testing as a pre-requisite, for obtaining employment, or accessing healthcare 
services or education or, for the continuation of the same or, for accessing or 
using any other service or facility. 
Explanation- Without prejudice to the generality of the provisions of this Act, 
Schedule I to this Act is intended to illustrate and emphasise some instances of unfair 
treatment, which are discriminatory, in order to address and eliminate such treatment 
and assist persons in interpreting their experiences and treatment. 
(2) Nothing in this Act shall prevent the State or any other person fi-om taking measures for 
the protection, benefit or advancement of protected persons including the greater 
involvement of HIV-positive persons. 
5. Prohibition of Hate and Discriminatory Propaganda. - No person shall, publish, 
propagate, advocate or communicate by words, either spoken or written, or by signs or 
by visible representations or otherwise against any protected person, or group or 
category of protected persons, in general or specifically, anything or disseminate or 
broadcast any information, or publish or display any advertisement or notice, that could 
reasonably be construed to demonstrate an intention to be harmful or to incite harm, 
promote or propagate hatred, or which is likely to expose protected persons to hatred, 
discrimination, harm or physical violence. 
6. Prohibition of victimisation. - No person shall subject, or threaten to subject any 
other person or persons to any detriment on the grounds that such person or persons 
have taken or intend to take or are believed to have taken or intend to take any of the 
following actions: 
(a) make a complaint under this Act, 
(b) bring proceedings under this Act against any person, 
(c) furnish any information, or produce any documents to a person exercising or 
performing any power or function under this Act, 
(d) appear as a witness in a proceeding under this Act, 
(e) assert their rights or the rights of any other person under this Act, or 
(0 allege that a person has done an act that is unlawful by reason of a provision 
of this Act. 
CHAPTER III 
INFORMED CONSENT 
7. Right to autoDomy. - Every person has the right to bodily and psychological integrity 
including the right not to be subject to medical treatment, interventions or research 
without that person's informed consent. 
8. Informed Consent for HIV testing, treatment and research. - (1) Subject to the 
provisions of this Act, no HTV-reiated test or HIV-related treatment of a person or HIV-
related research involving a person, shall be undertaken or performed except with the 
informed consent of that person or that person's representative in accordance with sub-
section (2) below. 
(2) The informed consent of a person's representative shall be taken only in the following 
circumstances: 
(a) where the person has died, from that person's partner or relative or administrator 
or executor; 
(b) where in the case of an HIV-related test or HIV related treatment: 
(i) the person is under the age of 12 years, from that person's parent or legal or 
de facto guardian or next friend; 
(ii) the person is between the ages of 12 and 16 years and, in the written 
assessment of the concerned healthcare provider lacks the capacity to 
consent, from that person's parent or legal or de facto guardian or next friend; 
(c) where in the case of HIV-related research, the person is below the age of 18 
years, from that person's parent or legal or de facto guardian or next friend; 
(d) where, in the written assessment of the concerned healthcare provider, the person 
lacks the physical or mental capacity to consent, from that person's partner, or 
relative or legal or de facto guardian; 
(e) in an emergency situation, where the person is unconscious, or otherwise unable 
to give informed consent, from that person's partner, or relative or legal or de 
facto guardian; 
(f) in clauses (a) to (e) above, where a representative of the person is not available to 
give informed consent, or in clause (e) above, in the opinion of the healthcare 
provider, is not acting in the best interest of the person, then the same shall be 
taken from an authorised representative of the concerned institution or an 
independent healthcare provider. 
Provided that where informed consent is given by a person's representative under 
sub-clause (2)(b), (c) and (d) best efforts shall be made to involve the person for 
whom informed consent is being given in the informed consent process and 
where informed consent is being given by the representative under sub-section 
(2)(e) the person for whom informed consent is being given shall as soon as 
possible be informed of the decision. 
(3) Informed consent taken under sub-section (1) or (2) shall be recorded in writing. 
Provided that where a person is unable to give informed consent in writing, informed 
consent may be taken verbally from that person and a contemporaneous record of such 
informed consent shall be entered into records maintained in the regular course of 
business by the person taking the informed consent. 
(4) The National HIV/AIDS Authority shall within 180 days of its constitution and 
establishment notify counselling protocols that shall be applicable to all persons 
including counselling protocols for HIV tests, HIV related tests, HIV-related treatment 
and HIV-related research and counselling protocols for children who are HIV-positive 
including how such children should be involved in the informed consent process and 
how and who should disclose their status to them. 
(5) Every institution involved in HIV-related testing, HIV-related treatment or HIV-related 
research shall follow counselling protocols for women and children to ensure they have 
access to conducive settings that facilitate their individual decision making for HIV-
related testing, HIV-related treatment or HIV-related research. 
(6) Informed consent for an HIV test shall be valid only when the person being tested is 
provided pre-test and post-test counselling in accordance with the Regulations. 
Provided that where a representative of the person is giving informed consent such 
representative shall also receive counselling. 
(7) Informed consent for HIV-related treatment shall be valid only when the person who is 
to be administered the treatment, and such person's representative, in case the informed 
consent is being given by a representative under sub-section (2), is explained the risks 
and benefits of the proposed treatment, including the nature of HIV/AIDS, the 
treatments available for it, the alternatives that may be available, the stages when they 
can be administered, their duration, their side-effects, the likely expenses and the 
adherence requirements of such treatment. 
(8) Informed consent for HIV-related research shall be considered valid only when the 
potential research subject, and such person's representative, in case the informed 
consent is being given by a representative under sub-section (2), is comprehensively 
informed of the aims, methods, sources of funding, any possible conflicts of interest, 
institutional affiliations of the researcher, the anticipated benefits and potential risks of 
the study, the discomfort it may entail and the right to abstain from participation in the 
research or to withdraw consent to participate in the research at any time without any 
adverse consequences. 
9. Exceptions to Informed Consent for an HIV-related test. - Informed consent for an 
HIV-related test is not required in the following circumstances: 
(a) when an HIV-related test is ordered by a court; 
Provided that no court shall order an HIV-related test to be carried out either as 
part of a medical examination or otherwise, unless the court: 
(i) determines by an order that the carrying out of the HIV-related test is 
necessary for the determination of issues and in the interest of justice in a 
matter before it; and 
(ii) ensures that the person being tested receives pre-test and post-test 
counselling and that the HIV-related information of that person is not 
disclosed except in accordance with the provisions of this Act; 
(b) for HIV-related testing in the procuring, processing, distribution or use of a 
human body or any part thereof, including organs, tissues, blood, semen or other 
body fluids for use in medical research or therapy or for transplantation, 
transfusion to, or artificial insemination of persons; 
Provided that if the test results are requested by a donor prior to donation, then 
the donor will be referred to a Voluntary Counselling and Testing Centre and 
shall not be entitled to the results of the test unless the donor has received post-
test counselling from the Voluntary Counselling and Testing Centre; 
(c) for epidemiological or surveillance purposes where the HIV test is anonymous 
and unlinked and is not for the purpose of determining the HIV status of a 
person; 
Provided that persons who are subjects of such epidemiological or surveillance 
studies shall be informed of such studies in accordance with the Regulations. 
10. HIV Testing. - (1) Notwithstanding any law for the time being in force, no person 
shall be subject to an HIV test except in accordance with the provisions of this Act. 
(2) Subject to the provisions of this Act, no HIV test may be recommended or performed 
except: 
(a) for the voluntary determination of the HIV status of a person; or 
(b) if it is medically indicated for the appropriate treatment or care and in the best 
interest of the person being tested. 
(3) An HIV test may be performed only by: 
(a) A Voluntary Counselling and Testing Centre; or 
(b) A pathology laboratory, either independent or attached to a healthcare 
institution; or 
(c) A blood bank licensed under the law for the time being in force. 
Provided that the Central Government shall, within 360 days of the commencement of 
this Act, formulate and notify Regulations for the recognition of Voluntary Counselling 
and Testing Centres and pathology laboratories by the concerned HIV/AIDS Authority 
which shall provide inter alia the requirements for recognition and the time period 
within which a decision on recognition shall be taken and existing Voluntary 
Counselling and Testing Centres and pathology laboratories shall, within 90 days of the 
notification of such Regulations apply for such recognition and from the date of such 
notification only recognised Voluntary Testing and Counselling Centres, pathology 
laboratories and blood banks shall perform HIV tests. 
(4) A person who seeks to voluntarily determine their HIV status and who wishes to 
remain anonymous shall have the right to do so, and to provide informed consent in 
writing by using a coded system that does not link their individual identity with the 
request or result of the HIV test. 
(5) Any person marketing or selling technologies for self-testing of HIV shall do so only in 
accordance with the Regulations. 
CHAPTER IV 
DISCLOSURE OF INFORMATION 
11. Right to Privacy. - Every person has the right to privacy. 
12. Disclosure of Information. - (1) Notwithstanding anything contained in any law for 
the time being in force, no person shall be compelled to disclose HlV-related 
information or any other private information concerning themselves except when a 
court determines by an order that the disclosure of such information is necessary for the 
determination of issues and in the interest of justice in a matter before it. 
(2) Notwithstanding anything contained in any law for the time being in force, no person 
shall disclose or be compelled to disclose HTV-related information or any other private 
information of another person, imparted in confidence or in a relationship of a fiduciary 
nature, except with the informed consent of that person or a representative of the person 
as specified in Section 8(2). 
Provided that where the relationship is of a fiduciary nature, informed consent shall be 
recorded in writing. 
Provided Jurther that all HIV-related information shall be presumed to have been 
imparted or received in confidence unless otherwise shown. 
(3) Informed consent for disclosure of HIV-related information or private information is 
not required in case the disclosure is made: 
(a) by a healthcare provider to another healthcare provider who is involved in the 
provision of care, treatment or counselling of a person, when such disclosure is 
necessary to provide care or treatment in the best interest of that person; or 
(b) by an order of a court when it determines by such order that the disclosure of 
such information is necessary for the determination of issues and in the interest 
of justice in a matter before it; or 
(c) in suits or legal proceedings between persons, where the disclosure of such 
information is necessary in the initiation of such proceedings or for instructing 
counsel; or 
(d) in accordance with Section 13; or 
(e) if it relates to statistical or other information of a person that could not 
reasonably be expected to lead to the identification of that person; or 
(f) in accordance with the Regulations under Section 15. 
(4) Any person to whom disclosure is made under this Chapter is prohibited from making 
further disclosure except as provided in this Chapter. 
(5) Any person to whom disclosure under sub-section (3)(e) is made shall not use such 
information to identify the person to whom it pertains or present it in a manner whereby 
such identification is possible. 
13 Partner Notification. - A healthcare provider who is a physician or a counsellor, may 
inform the partner of a person under their direct care of such person's HIV-positive 
status only when: 
(a) the healthcare provider bona fide and reasonably believes that the partner is at 
significant risk of transmission of HIV from such person; and 
(b) the HIV-positive person has been counselled to inform such partner; and 
(c) the healthcare provider is satisfied that the HIV-positive person will not inform 
such partner; and 
(d) the healthcare provider has informed the HIV-positive person of the intention to 
disclose the HIV-positive status to such partner; and 
(e) such disclosure to the partner is made in person and with appropriate counselling 
or referrals for counselling. 
Provided that the healthcare provider shall have no obligation to identify or locate the 
partner of an HIV-positive person. 
Provided further that no criminal sanction or civil liability shall arise against a 
healthcare provider for the disclosure or non-disclosure, as the case may be, of 
confidential HIV-related information to a partner in accordance with Section 13. 
Exception: The healthcare provider shall not inform a partner, particularly in the case of 
women, where there is a reasonable apprehension that such information may result in 
violence, abandonment or actions which may have a severe negative effect on the 
physical or mental health and safety of the HIV positive person, their children or 
someone who is close to them. 
14 Duty to prevent transmission. - Every person who is HIV-positive, is aware of such 
status and, has been counselled in accordance with this Act or is aware of the nature of 
HIV and how it is transmitted, shall take all reasonable measures and precautions to 
prevent the transmission of HTV to others which may include adopting strategies for the 
reduction of risk or informing in advance any sexual contact or person with whom 
needles are shared of that fact. 
Exception: There shall be no duty to prevent transmission, particularly in the case of 
women, where there is a reasonable apprehension that the measures and precautions 
may result in violence, abandonment or actions which may have a severe negative 
effect on the physical or mental health and safety of the HIV-positive person, their 
children or someone who is close to them. 
15. Data Protection. - Every institution that records or stores HIV-related information of a 
person shall, within 180 days of the commencement of this Act, formulate and 
implement data protection measures in accordance with the Regulations, to ensure that 
such information is protected from disclosure. 
Explanation:- Data protection measures shall include procedures for protecting 
information from disclosure, procedures for accessing information, particularly in 
exceptional circumstances, provision for security systems to protect the information 
stored in any form and mechanisms to ensure accountability and liability of persons in 
the institution. 
16. Prohibition on publication. - No person shall print, publish, broadcast or in any 
manner release HIV-related information or private information of a person without the 
informed consent in writing of such person. 
CHAPTER V 
ACCESS TO TESTING, TREATMENT AND COUNSELLING 
17. Right to Health. - (1) Every person has the right to enjoy the highest attainable 
standard of physical and mental health. 
(2) The State shall respect, protect and fulfill the right to the highest attainable standard of 
physical and mental health of all persons. 
(3) Without prejudice to the generality of sub-sections (1) and (2), the State shall based on 
principles of availability, accessibility and acceptability, provide: 
(a) free of cost HIV-related prevention, care and support facilities, goods, measures, 
services and information, including centres providing voluntary testing and 
counselling services in every sub-district in accordance with the Regulations; and 
(b) free of cost treatment for HFV/AIDS for all persons. 
Explanation:- For the purposes of this Chapter 'treatment' includes health 
facilities, goods, measures, services and information for the curative and 
palliative care of HIV/AIDS and related opportunistic infections and conditions 
including: 
(i) counselling; 
(ii) the effective and monitored use of medicines for opportunistic infections; 
(iii) post exposure prophylaxis; 
(iv) anti-retroviral therapy; 
(v) nutritional supplements; 
(vi) measures for the prevention of mother-to-child transmission; 
(vii) infant milk substitutes; and 
(ix) other safe and effective medicines, diagnostics and related technologies. 
(4) To fulfil its obligations under this Chapter, the State shall, inter alia, ensure that 
continuous and sustainable access to HlV-related prevention and treatment is not 
hampered or impeded by procedural or other requirements and shall ensure that the 
process whereby its obligations are fulfilled is transparent and accountable and is 
evaluated on a regular basis. 
(5) The Appropriate Government shall within 180 days of the coming into force of this 
Act ensure the availability of medical infi^structure, including diagnostic technologies, 
required for the prevention and treatment of HTV/AIDS within its jurisdiction. 
18. Protocols for HlV-related treatment. - The National HIV/AIDS Authority shall, 
within 180 days of its constitution and establishment, notify protocols for HIV/AIDS-
related testing and HIV-related treatment that shall be applicable to all persons through 
a consultative process and ensure the wide dissemination of the same. 
19. Measures to be taken by State. - The Appropriate Government shall take effective 
legislative, administrative and fiscal measures including: 
(a) ensuring the use of all options to promote access to healthcare including 
provision of travel subsidies for HIV-positive persons to facilitate access to 
treatment; 
(b) the training and capacity building of healthcare providers and public health 
authorities, in consultation with HIV-positive persons and other protected 
persons, for the provision, prescription and monitoring of HIV-related treatment 
and prevention; 
(c) ensuring that all other laws are in consonance with the provisions of this Chapter 
and in particular that the right to health is not in any manner restricted or 
compromised on account of the protection of intellectual property rights; 
(d) introducing tax incentives and exemptions on HIV-related treatment in order to 
promote its affordability, accessibility and availability; 
(e) ensuring that the pricing of medication, diagnostics and related technologies 
pursuant to any statute, regulation or order is fixed in a manner that is 
transparent, accountable and open to public scrutiny and that promotes its 
affordability, accessibility and availability; 
(f) ensuring that incentives to encourage investment in research and development 
are provided to entities, particularly those run by the State to develop, 
manufacture, market and distribute affordable and accessible preventive, curative 
and palliative care and treatment. 
CHAPTER VI 
SAFE WORKING ENVIRONMENT 
20. Right to Safe Working Environment. - (1) Every person has the right to a safe 
working environment. 
(2) Every institution providing healthcare services and every institution where there is a 
significant risk of occupational exposure to HIV, shall provide free of cost: 
(a) universal precautions to all persons working or present in such institution who 
may be occupationally exposed to HIV, including employees, interns, attendants 
and contract workers, and appropriate training for the use of such universal 
precautions; and 
(b) Post Exposure Prophylaxis to all persons working in such institution who may be 
occupationally exposed to HIV/AIDS, including employees, interns and contract 
workers, with appropriate counselling services. 
(3) Every institution referred to in sub-section (2) comprising 20 or more persons shall 
provide HIV-related treatment and compensation to persons working in such institution 
who are occupationally exposed to and acquire HIV. 
(4) Every institution referred to in this Chapter, shall within 60 days of the commencement 
of this Act: 
(a) ensure that the universal precautions and Post Exposure Prophylaxis protocols in 
accordance with the Regulations are complied with in the institution and inform 
all persons working in the institution of the details of availability of Universal 
Precautions and Post Exposure Prophylaxis in the institution and shall make 
special efforts to ensure that lower cadre workers in such institutions are trained 
in using and can access universal precautions; and 
(b) where applicable, notify and widely disseminate a treatment and compensation 
policy in accordance with the Regulations specifying the procedure for persons 
to claim treatment or compensation or both as provided in sub-section (3) 
including the medical records, tests and incident reports required to make the 
claim. 
Provided that such policy shall not specify mandatory HIV testing including pre employment 
testing as a requirement for claiming treatment or compensation. 
Provided further that any person claiming occupational exposure to HIV, in an institution that 
does not comply with sub-section (4Xa) and (b), shall be presumed to have been 
occupationally exposed to HIV and shall be entitled to treatment and compensation without 
any requirement of further proof 
(5) Every healthcare provider and every other person who may be occupationally exposed 
to or may occupationally transmit HTV shall use Universal Precautions in accordance 
with the Regulations in the course of their work. 
(6) Every healthcare provider and every institution providing healthcare services shall 
ensure basic cleanliness and hygiene and the implementation of infection control 
measures in accordance with the Regulations and any other law for the time being in 
force. 
(7) The National HIV/AIDS Authority shall within 90 days of its constitution and 
establishment notify protocols for universal precautions and Post Exposure Prophylaxis 
that shall be applicable to all persons. 
CHAPTER VII 
PROMOTION OF STRATEGIES FOR REDUCTION OF RISK 
21. Strategies for Reduction of Risk. - (1) Notwithstanding anything contained in any 
law for the time being in force, 
(a) the implementation or use of any strategy for reducing the risk of HIV 
transmission; or 
(b) the provision or possession of any tool or paraphernalia for reduction of risk of 
HIV transmission, or any act pursuant thereto, shall not, in any manner, be 
prohibited, impeded, restricted or prevented and shall not amount to a criminal 
offence or attract civil liability. 
Explanation- Strategies for reducing risk of HIV transmission means promoting 
actions or practices that minimise a person's risk of exposure to HIV or mitigate 
the adverse impacts related to HIV/AIDS including: 
(i) the provision of information, education and counselling services relating 
to HIV prevention and safe practices; 
(ii) the provision and use of safer sex tools, including condoms, lubricants, 
female-controlled barrier methods, and safe drug use paraphernalia, 
including clean needles, syringes, bleach and other appropriate sterilising 
equipment accompanied by information on their use; 
(iii) drug substitution, drug maintenance and needle and syringe exchange 
programmes in accordance with sub-Section 2; and 
(iv) the provision of any strategy for reducing risk of HIV transmission 
including those contained in (i), (ii) and (iii) above to persons below the 
age of 18 years who in the opinion of the provider of strategies for 
reducing risk of HIV transmission have the capacity to consent to such 
strategy. 
Illustrations 
(a) A, supplies condoms to B, a sex worker or to C, a client of B. Neither A, nor B, 
nor C can be held criminally or civilly liable for such actions or be prohibited, 
impeded, restricted or prevented from implementing or using the strategy. 
(b) M, an intervention project on HIV/AIDS and sexual health information, 
education and counselling for men who have sex with men provides safer sex 
information, material and condoms to N, a man who has sex with other men. 
Neither M nor N can be held criminally or civilly liable for such actions or be 
prohibited, impeded, restricted or prevented from implementing or using the 
intervention. 
(c) X, an intervention providing registered needle exchange programme services to 
injecting drug users, supplies a clean needle to Y, an injecting drug user who 
exchanges the same for a used needle. Neither X nor Y can be held criminally or 
civilly liable for such actions or be prohibited, impeded, restricted or prevented 
from implementing or using the intervention. 
(d) R, an intervention programme for children living on the streets and K, a 
counsellor in a school, provide sexual health and safer sex information, 
education and counselling, material and small-sized condoms to S, a child living 
on the street and L, a student in school, respectively. Neither R, S, K nor L can 
be held criminally or civilly liable for such actions or be prohibited, impeded, 
restricted or prevented from implementing or using the intervention. 
(2) No person shall implement a drug substitution or drug maintenance or needle and 
syringe exchange programme unless such programme is implemented in accordance 
with the Regulations. 
(3) Any information obtained or maintained in records by a person implementing a drug 
substitution or drug maintenance or needle and syringe exchange programme or any 
other strategy for the reduction of risk of HIV transmission shall be considered to be 
private information for the purpose of Chapter IV of this Act. 
(4) (a) No public servant, including a law enforcement official shall arrest or detain, or 
in any manner harass, impede, restrict or otherwise prevent any person 
implementing or using strategies for reduction of risk of HIV transmission in 
accordance with the provisions of this Act. 
(b) A public servant who violates the provisions of sub-section (4)(a) shall be 
subject to misconduct proceedings under the relevant Act including the relevant 
Police Act and the report of such misconduct shall form part of the confidential 
records of such public servant. 
CHAPTER VIII 
SOCIAL SECURITY 
22 Social Security Scheme. — (1) The Appropriate Government shall, by notification 
within 360 days of the commencement of this Act formulate frame and implement health 
insurance and social security schemes including inter alia: 
(a) schemes that address HIV/AIDS and related illnesses and mitigate the social and 
economic impact of HIV/AIDS and related illnesses; 
(b) schemes that cover HIV-positive persons, other protected persons, women, 
children, healthcare providers and older persons; 
(c) a scheme that provides for access to shelter, food, education and treatment for 
children affected by HIV/AIDS; 
(d) a scheme that provides cash for HIV-positive women with children; and 
(e) a contributory insurance scheme between the Appropriate Government, 
healthcare institutions and healthcare providers. 
CHAPTER IX 
INFORMATION, EDUCATION AND COMMUNICATION 
23. Right to Information. — (1) Every person has the right to information and education 
relating to health and the protection of health from the State. 
(2) No person shall be denied access to and availability of HIV/AIDS-related lEC, 
including information relating to sexual health, sexuality and safe drug use, by the 
State. 
Provided that where the person is below the age of 12 years and, in the opinion of the 
provider of information, is incapable of understanding and appreciating the nature of 
the HFV/AIDS-related lEC, the provider may, in the best interests of the person, require 
the presence of a person above the age of 16 years of the person's choice before 
providing such 
information. 
24. Duty of State to promote HIV/AIDS-related lEC. — (1) The State, based on 
evidence or scientific information, and in a manner that does not promote gender and 
sexual stereotypes and is age-appropriate, gender-sensitive, non-stigmatising, non-
discriminatory and promotes gender equality, shall in accordance with sub section (3): 
(a) formulate, institute and implement sustained multi-lingual, easily understood, 
and regularly updated national, state and local HIV/AIDS-related lEC 
programmes, which are accessible and available to all persons; 
(b) develop and conduct a multi-lingual national programme of public education and 
information to promote an understanding and acceptance of this Act; and 
(c) ensure community mobilisation and participation, in the provision of HIV/AIDS-
related lEC at all levels throughout the country. 
(2) Without prejudice to the generality of sub- section (1), the State shall ensure: 
(a) that women of all ages have access to accurate and comprehensive HIV/AIDS-
related lEC focussing on their needs; 
(b) that every person below the age of 18 years has access to adequate and accurate 
HIV/AIDS-related lEC including sexual health information and education; 
(c) that HIV/AIDS-related lEC is designed and developed for and readily accessible 
to and usable by all persons with disabilities; 
(d) that in relation to education, 
(i) a continuing HIV/AIDS-related lEC programme is implemented in all 
formal and non-formal educational settings for all learners, students, 
educators and other staff members; 
(ii) age-appropriate HIV/AIDS-related lEC forms part of, and is integrated 
into, all aspects of the curriculum for all learners and students, including 
information on HIV/AIDS, stigma and discrimination related to 
HIV/AIDS, modes of transmission, prevention, care, support and 
treatment available for HIV; 
(iii) all boards of education, authorities of education and all persons 
responsible for setting curricula shall, for the academic year following the 
commencement of this Act, formulate and institute curriculum, for 
HIV/AIDS education including in all curricula related to medical, health, 
State service, legal, teaching and social work education, for the following 
academic year; 
(iv) the proper and ongoing training of all educators in relation to HIV/AIDS-
related lEC and its dissemination takes place; 
(e) that all persons in institutions not covered under Chapter XII receive minimum 
information and instruction on HIV/AIDS, particularly relating to discrimination 
and disclosure of information in the workplace and shall take proactive steps to 
impart HIV/AIDS-related lEC to such persons; 
(f) that the Armed Forces, paramilitary forces, law enforcement and drug 
enforcement agencies provide all personnel with HIV/AIDS-related lEC 
particularly in relation to prevention, discrimination and disclosure of 
information; 
(g) that every HIV/AIDS-related prophylactic including condoms offered for sale, 
sold or supplied in any other manner to any person shall be accompanied by 
information, including pictorial representations and literature on the proper use 
of the prophylactic device or agent, it's efficiency against HIV and sexually 
transmitted infections, and the importance of adopting safer sexual practices, in 
English and the local language of the region where the prophylactic is supplied; 
(h) that HIV/AIDS-related lEC is adequately provided at places of entertainment and 
travel points including train stations, bus stations, international ports of entry and 
exit, domestic airports, and other travel centres; 
(i) that HIV/AIDS-related lEC is provided in all State institutions, including in care 
and custodial settings; and 
(j) that all HIV/AIDS-related lEC is widely disseminated through all forms of 
media including print, electronic, mass and digital media. 
(3) For the purposes of this Section, the State shall hold ongoing and sustained 
consultations with different stakeholders including HIV-positive persons, protected 
persons, women's groups, persons working in the field of HIV/AIDS, public health 
experts, children's groups, and parents and guardians of learners. 
25. HIV/AIDS Information as a Health Service.— (1) HIV/AIDS related information 
dissemination shall form part of the delivery of health services by healthcare providers. 
(2) It shall be the duty of every healthcare provider to make available to the public, subject 
to the provisions of this Act, such information as is necessary in the prevention, care, 
support and treatment of HIV/AIDS. 
(3) Every healthcare institution shall enhance the knowledge and capacity of all healthcare 
providers working in or employed by it, to include skills for proper information 
dissemination and education on HIV/AIDS and the training of healthcare providers 
shall include discussions on HIV-related issues such as discrimination, confidentialit>, 
informed consent and the duty to provide treatment. 
CHAPTER X 
APPOINTMENT OF HEALTH OMBUD 
26. Appointment of Health Ombud. — (1) The Appropriate Government shall, within 90 
days of the commencement of this Act, appoint by notification in the Official Gazette, 
one or more Health Ombuds for each district to exercise the powers conferred upon and 
perform the functions assigned, under this Act. 
(2) The Appropriate Government may appoint as Health Ombud, any person who has 
working experience or extensive knowledge of public health or healthcare delivery 
systems, is independent, and sensitive to issues addressed in this Act, including a 
healthcare provider or a person working in a non-governmental organisation. 
(3) A person appointed as Health Ombud under sub-section (1) shall -
(a) when appointed for a Union Territory, be conferred the rank of the Joint Director 
of Health and Family Welfare; and 
(b) when appointed for a district of the State, be conferred the rank of the Officer 
responsible for Health for such district. 
(4) The Health Ombud shall within seven days of being appointed, undergo training on 
HIV/AIDS and this Act in accordance with the Regulations. 
(5) The Appropriate Government shall within 30 days of the commencement of this Act 
establish a website or web page on the Internet dedicated to the offices of each Health 
Ombud appointed by it, which shall provide inter alia information relating to the 
functioning of the office of the Health Ombud, the procedure for filing and sending 
complaints, the number, nature and of complaints received, and decisions and 
directions given by the Health Ombud. 
Provided that the provision of the information on the website shall ensure the 
maintenance of the confidentiality of complainants and other parties to the complaints. 
27. Tenure of office of Health Ombud. — (1) The Health Ombud shall hold office for a 
term of three years from the date on which such person enters office and shall be 
eligible for reappointment. 
(2) The Health Ombud may relinquish office by giving written notice of not less than three 
months to the Appropriate Government. 
(3) The Appropriate Government may remove a Health Ombud from office who:-
(a) is, or at any time has been, adjudged as insolvent; 
(b) has become physically or mentally incapable of acting as the Health Ombud; 
(c) has been convicted of any offence or has acquired such financial or other interest 
which is in the opinion of the Appropriate Government likely to prejudicially 
affect such person's functions as the Health Ombud; or 
(d) has so abused the position as to render continuation in office detrimental to the 
public interest. 
Provided that a Health Ombud shall not be removed from office without being given a 
reasonable opportunity of being heard in the matter. 
28. Salary and allowances of Health Ombud. — The salary and allowances payable to, 
and other terms and conditions of service of, the Health Ombud shall be such as may be 
prescribed. 
Provided that such salary, allowances and other conditions of service shall not be 
varied to the disadvantage of the Health Ombud after appointment. 
29. Functions of Health Ombud. — (1) The Health Ombud, may suo motu and shall, on a 
complaint by any person, inquire, at the request of the Appropriate Government or its 
agencies or any court, into violations of the provisions of this Act by any person in 
relation to the provision of healthcare services in such Health Ombud's jurisdiction. 
(2) The Health Ombud shall inquire into and decide a complaint promptly and in any case 
within 15 working days. 
Provided that in cases of emergency, the Health Ombud shall decide the complaint 
within one day. 
Provided foirther that in case the complaint is not decided within the time period 
specified above, the proceedings before the Health Ombud shall not lapse and the 
Health Ombud shall record in writing reasons for the delay and provide copies of the 
same to both parties. 
(3) The Health Ombud shall inquire into instances or complaints of the manufacture, 
marketing, distribution, provision, prescription and sale of any licensed or unlicensed 
substance, service or therapy, or any advertisement or article or any broadcast or 
telecast falsely claiming to cure, prevent or alleviate medical conditions associated with 
HIV/AIDS and based on such inquiry may file a complaint with the concerned 
authority including law enforcement authorities or initiate legal proceedings, and shall 
report the fmdings of the inquiry, along with recommendations, if any, with the 
Appropriate Government and the concerned authority, if any, for action. 
30. Powers and Procedure. - (1) The Health Ombud shall follow such procedure as may 
be prescribed. 
Provided that all stages of such procedure shall be readily accessible to and usable by 
all persons including persons with disabilities and illiterate persons. 
(2) The Health Ombud may receive complaints via post, telephonically, via the Internet or 
in any other manner as may be prescribed. 
(3) The Health Ombud may decide the complaint based on representations of the parties to 
the complaint or may require a hearing of the parties to the complaint. 
(4) The Health Ombud shall, while inquiring into complaints under this Act, have all the 
powers of a civil court under the Code of Civil Procedure, 1908 in respect of the 
following matters, namely: 
(a) summoning and enforcing the attendance of witnesses and examining them on 
oath; 
(b) discovery and production of any document; 
(c) receiving evidence on affidavits; 
(d) requisitioning any public record or copy thereof from any court or office; 
(e) issuing commissions for the examination of witnesses or documents; 
(f) any other matter, which may be prescribed. 
(5) The Health Ombud shall have the power to require any person, to furnish information 
on such points or matters as, in the opinion of the Health Ombud, may be useful for, or 
relevant to, the subject matter of an inquiry and any person so required shall be deemed 
to be legally bound to furnish such information within the meaning of section 176 and 
section 177 of the Indian Penal Code, (45 of 1860). 
(6) The Health Ombud or any other officer, not below the rank of a Gazetted Officer, 
specially authorised in this behalf by the Health Ombud may enter any building or 
place where the Health Ombud has reason to believe that any document relating to the 
subject matter of an inquiry may be found, and may seize any such document or take 
extracts or copies therefrom subject to the provisions of Section 100 of the Code of 
Criminal Procedure, 1973, in so far as it may be applicable. 
(7) The Health Ombud shall maintain records in such manner as may be prescribed. 
(8) The Health Ombud shall be deemed to be a public servant within the meaning of 
Section 21 of the Indian Penal Code, (45 of 1860). 
(9) The Health Ombud may appoint such number of persons as may be necessary to assist 
in the functioning of the Health Ombud office including in relation to the inquiry of a 
complaint under sub-section (1) and (3) of section 29. 
(10) The Central Government shall prescribe rules for the purposes of this Chapter within 60 
days of the commencement of the Act. 
31. Findings and orders. — (1) The Health Ombud shall, in order to rectify the breach or 
withdraw the violation complained of under this Act, have the power to;— 
(a) pass orders, in cases of emergency without considering the representations of the 
parties to the complaints or without hearing them as the case may be, including 
directing admissions, operations or treatment and the provision of universal 
precautions. 
Provided that the Health Ombud shall, as soon as may be, after the passing of 
such orders, consider the representations of the parties or give them an 
opportunity to be heard as the case may be, and pass appropriate orders; 
(b) pass orders for the withdrawal and rectification of the violation complained of; 
(c) pass orders directing the person who has committed the violation to undergo a 
fixed period of counselling related to the violation committed and a fixed period 
of social service; 
(d) direct specific steps or special measures or both to be taken; and 
(e) direct any person who has committed the violation to make regular reports to the 
Health Ombud regarding implementation of the Health Ombud's order. 
(2) The Health Ombud shall pass orders that contain brief reasons for the passing of such 
orders. 
(3) The Health Ombud, may, subject to any Rules made in this behalf, make such orders as 
to cost as are considered reasonable. 
(4) An order of the Health Ombud shall be binding on the parties to the complaint. 
32. Civil Authorities to carry out Health Ombud Orders. - All authorities including 
civil authorities functioning within the jurisdiction of the Health Ombud shall be bound 
by the orders of the Health Ombud and shall assist in their execution. 
33. Consequences of Breach of Health Ombud Orders. — (1) All orders passed by the 
Health Ombud under Section 31 shall be deemed to be orders under Order 39 Rule 1 of 
the Code Civil Procedure, 1908 and the breach of such an order shall be dealt with by 
applications to the Health Ombud which application shall be treated as an application 
under Order 39 Rule 2A of the Code Civil Procedure, 1908. 
(2) For the purposes of this Chapter "Court" in Order 39 of the Code of Civil Procedure, 
1908 shall include the Health Ombud. 
34. Report to Government. - The Health Ombud shall, every six months, report to the 
Appropriate Government, the number and nature of complaints received, the action 
taken and orders passed in relation to such complaints and a copy of such report shall 
be forwarded the National HIV/AIDS Authority and the concerned HIV/AIDS 
Authority. 
35. Right of Redressal. - Nothing contained in this Chapter prohibits, limits or otherwise 
restricts the right of a person to other remedies provided under this Act or any other law 
for the time being in force to address violations of the provisions of this Act. 
CHAPTER XI 
HIV/AIDS AUTHORITY 
36. Constitution of HIV/AIDS Authorities. — (1) The Central Government shall for the 
whole country, on the appointed date, constitute and establish, in accordance with the 
provisions of this Act, a body to be known as the National HIV/AIDS Authority to 
exercise the powers conferred upon and perform the functions assigned to it, under this 
Act. 
(2) The Appropriate Government for each Union Territory and for each State, shall, on the 
commencement of this Act, constitute and establish, in accordance with the provisions 
of this Act, a State or Union Territory HFV/AIDS Authority as the case may be, under 
such name as may be specified in the notification to exercise the powers conferred 
upon, and perform the functions assigned to it, under this Act. 
(3) The Appropriate Government for each district in a Union Territory and the State 
Government for each district in a State shall where a District AIDS Control Society 
exists, and may for other districts, constitute and establish, in accordance with the 
provisions of this Act a body to be known as the District HIV/AIDS Authority under 
such name as may be specified in the notification, to exercise the powers conferred 
upon and perform the functions assigned to it, under this Act. 
Explanation:- For the purposes of this Chapter, the appointed date shall be such date, 
being a date no later than six months of the commencement of this Act, as the 
Appropriate Government may by notification appoint for the constitution and 
establishment of the concerned HIV/AIDS Authority. 
37. HIV/AIDS Authority to be body corporate. — The HIV/AIDS Authority shall be a 
body corporate with the name aforesaid having perpetual succession and a common 
seal with power, subject to the provisions of this Act, to acquire, hold and dispose off 
property and to contract, and may, by the aforesaid name, sue or be sued. 
38. Office of HIV/AroS Authority. — (1) The head office of the National HIV/AIDS 
Authority shall be at Delhi and the National HIV/AIDS Authority may establish offices 
at such other places in India. 
(2) The head office of State, Union Territory and District HIV/AIDS Authorities shall be at 
the State capital, Union Territory capital and District headquarters respectively and 
such HIV/AIDS Authorities may establish offices at other places in their jurisdiction as 
may be deemed necessary. 
39. Composition of HIV/AmS Authorities. — (1) The National HIV/AIDS Authority 
shall comprise-
(a) a full-time Director, being a person with special knowledge or practical 
experience in matters relating to HIV/AIDS, to be nominated by the concerned 
Nomination Committee; 
(b) five full-time members to be nominated by the Central Government; 
(c) one person each from the Northern, Southern, Eastern, Western and North-
Eastem State and Union Territory HIV/AIDS Authorities to be nominated by the 
Central Government on an annual rotating basis; 
(d) a full-time member being an HIV-positive person to be nominated by the 
concerned Nomination Committee; 
(e) five persons to be nominated by the Central Government in accordance with 
Section 42, to represent HIV-positive persons, other protected persons, 
healthcare providers, women, non-governmental organisations working in the 
field of HIV/AIDS or any other interest which, in the opinion of the Central 
Government, ought to be represented; 
(f) a full-time member-HIV/AIDS expert, being a person having special knowledge 
or practical experience in respect of matters relating to public health, human 
rights and HIV/AIDS, nominated by the Central Government in accordance with 
Section 42; 
(g) a full-time member-secretary, possessing qualifications, knowledge and 
experience of various aspects of HIV/AIDS, to be made available by the Central 
Government. 
Explanation- For the purposes of this sub-section, Northern States are Jammu 
and Kashmir, Punjab, Harayana, Chandigarh, Delhi, Rajasthan, Uttar Pradesh, 
Uttaranchal and Himachal Pradesh, Western States are Maharashtra, Gujarat, 
Madhya Pradesh, Daman and Diu, Lakshadweep and Dadra and Nagar Haveli, 
Eastern States are West Bengal, Orissa, Bihar, Chhattisgarh, Jharkhand, Sikkim 
and Andaman and Nicobar Islands, Southern States are Kamataka, Goa, Tamil 
Nadu, Kerala, Pondicherry and Andhra Pradesh and North-Eastern States are 
Manipur, Assam, Meghalaya, Mizoram, Nagaland, Tripura and Arunachal 
Pradesh. 
(2) A State or Union Territory HIV/AIDS Authority shall comprise -
(a) a full-time Director, being a person having special knowledge or practical 
experience in respect of matters relating to HIV/AIDS or a person having 
knowledge and experience in administering institutions dealing with the matters 
aforesaid, to be nominated by the concerned State or Union Territory 
Nomination Committee; 
(b) five fiill-time members to be nominated by the Appropriate Government; 
(c) five members, to be nominated by the Appropriate Government from amongst 
members of local authorities functioning within the State or Union Territory, as 
the case may be; 
(d) a full-time member being an HIV-positive person to be nominated by the 
concerned Nomination Committee; 
(e) five persons to be nominated by the Appropriate Government in accordance with 
Section 42, to represent HIV-positive persons, other protected persons, 
healthcare providers, women, non-governmental organisations working in the 
field of HIV/AIDS or any other interest which, in the opinion of the Appropriate 
Government, ought to be represented; 
(f) a full-time member-HIV/AIDS expert, being a person having special knowledge 
or practical experience in respect of matters relating to public health, human 
rights and HIV nominated by the Appropriate Government in accordance with 
Section 42; 
(g) a full-time member-secretary, possessing qualifications, knowledge and 
experience of various aspects of HIV/AIDS, to be made available by the 
Appropriate Government. 
(3) A District HIV/AIDS Authority shall comprise — 
(a) a full-time Director, being a person having special knowledge or practical 
experience in respect of matters relating to HIV/AIDS or a person having 
knowledge and experience in administering institutions dealing with the matters 
aforesaid, to be nominated by the concerned Nomination Committee; 
(b) three full-time members to be nominated by the Appropriate Government; 
(c) two members, to be nominated by the Appropriate Government from amongst 
the members of local authorities fiinctioning within the District; 
(d) a full-time member being an HIV-positive person to be nominated by the 
concerned Nomination Committee; 
(e) three persons to be nominated by the Appropriate Government in accordance 
with Section 42, to represent HIV-positive persons, other protected persons, 
healthcare providers, women, non-governmental organisations working in the 
field of HIV/AIDS in that District or any other interest which, in the opinion of 
the Appropriate Government, ought to be represented; 
(f) a full-time member-HIV/AIDS expert, being a person having special knowledge 
or practical experience in respect of matters relating to public health, human 
rights and HIV nominated by the Appropriate Government in accordance with 
Section 42; 
(g) a full-time member-secretary, possessing qualifications, knowledge and 
experience of various aspects of HTV/AIDS, to be made available by the 
Appropriate Government. 
40. Nomination Committee. — (1) The Central, State and Union Territory Nomination 
Committees shall, on the appointed date, and subsequently to fill vacancies in the 
concerned HIV/AIDS Authority, meet to consider, determine and nominate such 
persons, as they are required, under section 39, to appoint. 
(2) The Central Nomination Committee shall comprise the Prime Minister, the Minister for 
Health and Family Welfare, the leaders of the Opposition in the House of 
Representatives and the Council of States, the Chairperson of the National Human 
Rights Commission and an HIV-positive person appointed by the Central Government 
in accordance with Section 42. 
(3) The State Nomination Committee shall comprise the Chief Minister, the Minister in 
charge of Health in the State, the leaders of the Opposition in the State Legislative 
Assembly and State Legislative Council, in cases where both Houses exist, the 
Chairperson of the State Human Rights Commission or where no State Human Rights 
Commission exists, an expert in public health, HIV/AIDS or human rights as appointed 
by the State Government in accordance with Section 42 and an HIV-positive person 
appointed by the State Government in accordance with Section 42. 
(4) (a) The Union Territory Nomination Committee shall, where the Union Territory 
has its own legislature, comprise the Chief Minister, the Minister in charge of 
Health in the Union Territory, the leaders of the Opposition in the Union 
Territory Legislative Assembly and Union Territory Legislative Council, an 
expert in public health, HIV/AIDS or human rights as appointed by the Union 
Territory Government in accordance with Section 42 and an HIV-positive person 
appointed by the Union Territory Government in accordance with Section 42. 
(b) The Union Territory Nomination Committee shall, where the Union Territory 
has no legislature, be the Central Nomination Committee under Section 38(2) 
(5) No appointment by a Nomination Committee shall be invalid merely by reason of any 
vacancy in such Nomination Committee. 
41. Advisory Committee. - (1) The National HIV/AIDS Authority shall be advised by an 
Advisory Committee on matters relating to the enforcement of this Act, the protection 
and promotion of rights of protected persons, the care, support and treatment of persons 
living with HIV/AIDS and the prevention and control of HIV/AIDS, 
(2) The Advisory Committee shall comprise:— 
(a) the Central Nomination Committee; and 
(b) the following persons to be appointed by the Central Government for a period of 
2 years with eligibility for reappointment in accordance with Section 42: 
(i) Two representatives from non-governmental organisations working in the 
fields of HIV/AIDS or public health; 
(ii) A representative of the Indian Council of Medical Research; 
(iii) A representative of healthcare providers; 
(iv) A representative of HIV-positive persons; 
(v) A representative of protected persons; 
(vi) A representative of women; 
(vii) A representative of children; 
(viii) A human rights activist; 
(ix) An epidemiologist; and 
(x) A public health expert. 
(3) The Advisory Committee shall meet once a year. 
42. Appointments to HIV/AIDS Authority and Nomination Committee by 
Appropriate Government.— (1) For any appointment to be made by an Appropriate 
Government under Sections 39, 40 and 41, such Appropriate Government shall, in the 
case of a member being appointed upon the constitution of an HIV/AIDS Authority or 
a Nomination Committee or the Advisory Committee and subsequently on the 
completion of tenure by a member, 30 days prior to the date upon which a member is to 
be appointed, call for nominations from all persons for the post through widespread 
advertisements including through national and local newspapers and the Internet. 
(2) In cases where the need for appointing a member arises due to factors other than the 
constitution of an HIV/AIDS Authority or a Nomination Committee or the Advisory 
Committee or the completion of tenure, the Appropriate Government shall commence 
the process of appointment as specified in sub section (1) immediately upon such 
vacancy arising and shall make the final decision as to appointment within 30 days. 
(3) In the appointment of any member of an HIV/AIDS Authority, a Nomination 
Committee or the Advisory Committee, the Appropriate Government shall take into 
consideration the track record of the persons nominated for the post in the field of 
HIV/AIDS and health and their experience in their respective fields. 
(4) The Appropriate Government shall make the process of any appointment public 
immediately upon the person's appointment, including through the Internet, and in 
publicising such appointment shall include the name of the person appointed, their 
track record and experience and any other factors that were relevant in the appointment. 
43. Tenure of office of Director and other members. — (1) The Director and every other 
member of an HIV/AIDS Authority shall hold office for a term of five years from the 
date on which such person enters office and shall be eligible for reappointment. 
(2) A member may, relinquish office by giving written notice to the Appropriate 
Government of not less than three months. 
(3) The Appropriate Government may remove from office any member who: 
(a) is, or at any time has been, adjudged as insolvent; 
(b) has become physically or mentally incapable of acting as a member of the 
HIV/AIDS Authority; 
(c) has been convicted of any offence or has acquired such financial or other interest 
which is in the opinion of the Appropriate Government likely to affect 
prejudicially such person's functions as a member of the HIV/AIDS Authority; or 
(d) has so abused the position as to render continuation in office detrimental to the 
public interest. 
Provided that a member shall not be removed from office without being given a 
reasonable opportunity of being heard in the matter. 
44. Salary and allowances of Director and members. — (1) The salary and allowances 
payable to, and other terms and conditions of service of, the members shall be such as 
may be prescribed. 
Provided that such salary, allowances and other conditions of service shall not be 
varied to the disadvantage of the members after appointment. 
45. Meetings of the HIV/AIDS Authority. — (1) The HIV/AIDS Authority shall meet at 
such time and place and shall observe such rules of procedure in regard to the 
transaction of business at its meetings as may be prescribed. 
(2) The Director shall preside at the meetings of the HIV/AIDS Authority. 
(3) If for any reason the Director is unable to attend any meeting of the HIV/AIDS 
Authority, any member of the HIV/AIDS Authority chosen by the members present 
shall preside at the meeting. 
(4) All questions which come before any meeting of the HIV/AIDS Authority shall be 
decided by a majority of votes of the members of the HIV/AIDS Authority present and 
voting and in the event of equality of votes, the Director of the HIV/AIDS Authority or 
the person presiding at the meeting shall have, and exercise, a second or casting vote. 
(5) Every member who is in any way, whether directly, indirectly or personally, concerned 
or interested in a matter to be decided at a meeting shall disclose the nature of such 
concern or interest, pecuniary or otherwise, and after such disclosure, such member 
shall not attend that item of the meeting. 
(6) No act or proceeding of the HIV/AIDS Authority shall be invalid merely by reason of: 
(a) any vacancy in, or defect in the constitution of, the HIV/AIDS Authority; or 
(b) any defect in the appointment of a person acting as the Director or a member of 
the HIV/AIDS Authority; or 
(c) any irregularity in the procedure of the HIV/AIDS Authority not affecting the 
merits of the act or proceeding. 
46. Committees. — (1) An HIV/AIDS Authority may appoint such committees as may be 
necessary for the efficient discharge of its duties and performance of its functions under 
this Act. 
(2) Persons appointed as members of a committee under sub-section (1) shall be entitled to 
receive such allowances or fees for attending the meetings of the committee as may be 
prescribed. 
47. Officers and other employees of the HIV/AIDS Authority. — Subject to such 
control and restriction as may be prescribed, the HIV/AIDS Authority may appoint 
such officers and other employees as may be necessary for the efficient performance of 
its functions and the method of appointment, the salary and allowances and other 
conditions of service of such other officers and employees of the HIV/AIDS Authority 
shall be such as may be prescribed. 
48. Director to be Chief Executive. — The Director shall be the Chief Executive of the 
HIV/AIDS Authority and shall exercise such powers and perform such duties as may 
be prescribed. 
49. Transfer of Undertakings, etc. — (1) On the appointed date, the undertakings in 
relation to the National AIDS Control Organisation, a State AIDS Control Society and 
where a District AIDS Control Society exists, of that District AIDS Control Society, 
shall stand transferred to the National HTV/AIDS Authority, the concerned State 
HIV/AIDS Authority or the concerned District HTV/AIDS Authority as the case may 
be. 
(2) The undertaking of the National AIDS Control Organisation, the concerned State AIDS 
Control Society or the concerned District AIDS Control Society, which is transferred 
to, and which vests in the National HIV/AIDS Authority, the State HIV/AIDS 
Authority or the District HTV/AIDS Authority as the case may be, shall be deemed to 
include all assets, rights, powers, authorities and privileges and all properties, movable 
and immovable, real or personal, corporeal or incorporeal, in possession or reservation, 
present or contingent, of whatever nature and wheresoever situate, including lands, 
works, cash balances, capital reserves, reserve funds, investments, tenancies, leases and 
book debts and all other rights and interests arising out of such property as were 
immediately before the appointed date in the ownership, possession or power of the 
National AIDS Control Organisation, the concerned State AIDS Control Society or the 
concerned District AIDS Control Society as the case may be in relation to its 
undertakings, whether within or outside India, all books of account and documents 
relating thereto and shall also be deemed to include all borrowings, liabilities and 
obligations of whatever kind then subsisting of the National AIDS Control 
Organisation or the concerned State AIDS Control Society or concerned District AIDS 
Control Society, as the case may be, in relation to its undertakings. 
(3) All contracts and working arrangements subsisting immediately before the appointed 
date and affecting the National AIDS Control Organisation, the State AIDS Control 
Society or the District AIDS Control Society, as the case may be, shall, in so far as they 
relate to their undertakings, cease to have effect or to be enforceable against the 
National AIDS Control Organisation, the State AIDS Control Society or the District 
AIDS Control Society, as the case may be, and shall be of as full force and effect 
against or in favour of the HIV/AIDS Authority in which the undertaking has vested by 
virtue of this Act and enforceable as fully and effectually as if instead of the National 
AIDS Control Organisation or the State AIDS Control Society or the District AIDS 
Control Society as the case may be, the concerned HIV/AIDS Authority had been 
named therein or had been a party thereto. 
(4) Any proceeding or cause of action pending or existing immediately before the 
appointed date by or against or in relation to the National AIDS Control Organisation 
or the State AIDS Control Society or the District AIDS Control Society, as the case 
may be, in relation to its undertaking may, as from that day, be continued and enforced 
by or against the HIV/AIDS Authority in which it has vested by virtue of this Act, as it 
might have been enforced by or against the National AIDS Control Organisation or the 
State AIDS Control Society or the District AIDS Control Society, as the case may be, if 
this Act had not been passed, and shall cease to be enforceable by or against the 
National AIDS Control Organisation or the State AIDS Control Society or the District 
AIDS Control Society, as the case may be. 
(5) With effect from the appointed date, all licenses, permits, quotas and exemptions 
granted to the National AIDS Control Organisation or the State AIDS Control Society 
or the District AIDS Control Society as the case may be, or in connection with the 
affairs and business of the National AIDS Control Organisation or the State AIDS 
Control Society or the District AIDS Control Society, as the case may be, under any 
law for the time being in force, shall be deemed to have been granted to the HIV/AIDS 
Authority in which the undertaking of the National AIDS Control Organisation or the 
State AIDS Control Society or the District AIDS Control Society, as the case may be, 
has vested. 
(6) Where any exemption from, or any assessment with respect to, any tax has been 
granted or made or any benefit by way of set off or carry forward, as the case may be, 
of any unabsorbed depreciation or investment allowance or other allowance or loss has 
been extended or is available to or in relation to the National AIDS Control 
Organisation or the State AIDS Control Society or the District AIDS Control Society, 
as the case may be, under the Income Tax Act, 1961, (43 of 1961), such exemption, 
assessment or benefit shall continue to have effect in relation to the HIV/AIDS 
authority in which the undertaking of the National AIDS Control Organisation or the 
State AIDS Control Society or the District AIDS Control Society, as the case may be, 
has vested. 
(7) Where any payment made by the National AIDS Control Organisation or the State 
AIDS Control Society or the District AIDS Control Society, as the case may be, is 
exempt from deduction of the tax at source under any provision of the Income Tax Act, 
1961 (43 of 1961), the exemption from tax will continue to be available as if the 
provisions of the said Act made applicable to the National AIDS Control Organisation 
or the State AIDS Control Society or the District AIDS Control Society, as the case 
may be, were operative in relation to the HTV/AIDS Authority in which the 
undertaking of the National AIDS Control Organisation or the State AIDS Control 
Society or the District AIDS Control Society, as the case may be, has been vested. 
(8) The transfer and vesting of the undertaking or any part thereof in terms of this section 
shall not be construed as a transfer within the meaning of the Income Tax Act, 1961 (43 
of 1961) for the purposes of capital gains. 
(9) Any guarantee given for or in favour of or in relation to the National AIDS Control 
Organisation or State AIDS Control Society or District AIDS Control Society, as the 
case may be, with respect to any loan or lease finance shall continue to be operative in 
relation to the HIV/AIDS Authority in which the undertaking of the National AIDS 
Control Organisation or the State AIDS Control Society or the District AIDS Control 
Society, as the case may be, has vested by virtue of this Act. 
(10) Every officer or other employee of the National AIDS Control Organisation or the State 
AIDS Control Society or the District AIDS Control Society, except the Director, of the 
National AIDS Control Organisation or the State AIDS Control Society or the District 
AIDS Control Society, as the case may be, serving in its employment immediately 
before the appointed date shall, in so far as such officer or other employee is employed 
in connection with the undertaking which has vested in the HIV/AIDS Authority by 
virtue of this Act become, as from the appointed date an officer or other employee, as 
the case may be, of such HIV/AIDS Authority in which the undertaking has vested and 
shall hold office or service therein by the same tenure, at the same remuneration, upon 
the same terms and conditions, with the same obligations and with the same rights and 
privileges as to leave, passage, insurance, superannuation scheme, provident fund, other 
funds, retirement, pension, gratuity and other benefits as such officer would have held 
under the National AIDS Control Organisation or the State AIDS Control Society or 
the District AIDS Control Society, as the case may be, if its undertaking had not vested 
in the HIV/AIDS Authority and shall continue to do so as an officer or other employee, 
as the case may be, of the HIV/AIDS Authority or until the expiry of a period of six 
months from the appointed date if such officer or other employee does not opt to be the 
officer or other employee of the HIV/AIDS Authority, within such period. 
(11) Where an officer or other employee of the National AIDS Control Organisation or the 
State AIDS Control Society or the District AIDS Control Society, as the case may be, 
opts under sub-section (10) not to be in the employment or service of the concerned 
HIV/AIDS Authority in which the undertaking of the National AIDS Control 
Organisation or the State AIDS Control Society or the District AIDS Control Society, 
as the case may be, has vested, such officer or other employee shall continue in the 
employment of the Appropriate Government. 
(12) Notwithstanding anything contained in the Industrial Disputes Act, 1947 (14 of 1947) 
or in any other law for the time being in force, the transfer of the services of any officer 
or other employee of the National AIDS Control Organisation or the State AIDS 
Control Society or the District AIDS Control Society, as the case may be, to an 
HIV/AIDS Authority shall not entitle such officer or other employee to any 
compensation under this Act or under any other law for the time being in force and no 
such claim shall be entertained by any court or other authority. 
(13) The officers and other employees who have retired before the appointed date from the 
service of the National AIDS Control Organisation or the State AIDS Control Society 
or the District AIDS Control Society, as the case may be, and are entitled to any 
benefits, rights or privileges shall be entitled to receive the same benefits, rights or 
privileges from the HIV/AIDS Authority in which the undertaking of the National 
AIDS Control Organisation or the State AIDS Control Society has vested. 
(14) The trusts of the Provident Fund or Group Insurance and Superannuation Scheme of the 
National AIDS Control Organisation or the State AIDS Control Society or the District 
AIDS Control Society, as the case may be, and any other bodies created for the welfare 
of officers or employees would continue to discharge their functions in the HlV/AlDS 
Authority as was being done prior to the appointed date in the National AIDS Control 
Organisation or the State AIDS Control Society or the District AIDS Control Society as 
the case may be and tax exemptions granted to such schemes shall continue to be 
applied to the concerned HIV/AIDS Authority. 
50. Functions of the HIV/AIDS Authority. — (1) It shall be the function of the 
HIV/AIDS Authority to: 
(a) Prevent and control the spread of HIV; 
(b) Promote and protect the rights of protected persons; 
(c) Provide care, support and treatment to HIV-positive persons and those affected 
by HIV/AIDS; 
(d) Reduce the vulnerability of individuals and communities to HIV/AIDS; 
(e) Promote awareness, information and education about HIV/AIDS; and 
(f) Alleviate the socio-economic and human impact of HIV/AIDS; 
in India or the State or the Union Territory or the District, as the case may be, 
and to co-ordinate any such programmes undertaken by any other persons or 
authorities on behalf of the Appropriate Government as may be necessary. 
(2) The HIV/AIDS Authority may, for the purpose of discharging its duties or performing 
its functions under this Act, enter into any memorandum or arrangement with any 
agency of any foreign country or any international organisation. 
(3) In particular, and without prejudice to the generality of the sub-section (1), the National 
HIV/AIDS Authority for the whole or any part of India, a State HIV/AIDS Authority 
for the whole or any part of the State, a Union Territory HIV/AIDS Authority for the 
whole or any part of the Union territory, and a District HIV/AIDS Authority for the 
whole or any part of the District, shall -
(a) institute and implement HIV-related programmes including such programmes as 
are specified in Schedule II and plan and organise the training of persons, 
engaged or to be engaged, in HIV-related programmes and strengthen 
programme management capabilities of the Appropriate Government, municipal 
corporations, panchayat institutions and NGOs participating in HIV-related 
programmes; 
(b) inquire, suo motu, on the request of the Appropriate Government or its agencies 
or any court or in the case of a State or Union Territory HIV/AIDS Authority on 
the direction of the National HIV/AIDS Authority or in the case of a District 
HIV/AIDS Authority on the direction of the National, State or Union Territory 
HIV/AIDS Authority or on a petition presented to it by any person, into 
complaints or instances of violation of the provisions of this Act or negligence in 
the prevention of such violation, by any person, wholly or partly in its 
jurisdiction, and shall submit the report of such inquiry to the Appropriate 
Government with recommendations as to steps to be taken to remedy the 
violation and may institute legal proceedings as provided in sub-section (c); 
(c) institute, or assist complainants in instituting, or intervene in legal proceedings, 
involving any allegation of violation of the provisions of this Act in any court or 
challenge any order of a court where the HIV/AIDS Authority is a party or 
conduct investigations and make recommendations as directed by the court; 
(d) maintain, publish and widely disseminate a list of HIV-related services including 
care, support and treatment centres and homes, healthcare providers and 
healthcare institutions providing care and treatment for HIV/AIDS, help lines, 
testing facilities and legal assistance; 
(e) advise and report to the Appropriate Government, suo moto or when requested 
by it, on any matters concerning HIV/AIDS or arising in the course of the 
performance of the HIV/AIDS Authority's functions, in particular related to 
persons below the age of 18 years and protected persons, including: 
(i) a review of existing and proposed international and national laws and 
policies and recommendations on the effective implementation or 
amendment of the same; 
(ii) a review of laws and policies affecting persons below the age of 18 years 
and children affected by HIV/AIDS including the Juvenile Justice (Care 
and Protection) Act, 2000 and rules related to foster care and adoption. 
(iii) recommendations on the need for new laws and policies; 
(iv) a review of the factors that inhibit the enjoyment of rights of persons; and 
(v) recommendations for instituting programmes for sensitisation of law 
enforcement on matters related to this Act; 
(f) assess and recommend the strengthening of national, state or local healthcare 
systems, as the case may be, including related to the improvement of access to 
healthcare, the primary healthcare system, integrating HIV/AIDS within existing 
health programmes, improving health education and recommending and assisting 
in the formulation and implementation of action plans by the Appropriate 
Government to ensure the proper provision of healthcare through public 
healthcare institutions; 
(g) promote, commission and finance research in relation to HIV/AIDS and maintain 
and update a database of all HIV/AIDS related research being conducted in its 
jurisdiction; 
(h) carry out HIV/AIDS surveillance in accordance with the Regulations; 
(i) initiate and ensure ongoing interaction with international agencies and other 
countries to ensure that governmental responses to the HIV/AIDS epidemic will 
continue to make the best use of assistance, information and knowledge available 
from the international community; 
(j) encourage the efforts of non-governmental organisations and institutions working 
in 
the field of HIV/AIDS, human rights and public health including through the 
provision of material and human resources and allocation of sufficient funding to 
support, sustain and enhance their capacity and services; 
(k) promote the understanding, acceptance and public discussion of rights of 
protected persons and of the provisions of this Act; 
(1) formulate three-year action plans for the carrying out of functions under this Act 
in consultation with different stakeholders including HIV-positive persons, 
protected persons, non-governmental organisations and healthcare providers; and 
(m) do anything incidental or conducive to the performance of any of the preceding 
functions or for the purposes of this Act. 
51. Additional Functions of National HIV/AIDS Authority. — In addition to the 
fiinctions set out in Section 50, the National HIV/AIDS Authority shall -
(a) formulate and implement a National HIV/AIDS Policy which shall be reviewed, 
and amended if necessary, every three years after widespread consultation; 
(b) establish a committee to examine the impact of HIV/AIDS on women, which 
shall inter alia: 
(i) undertake a review of all laws, in particular personal laws; 
(ii) determine the manner in, and extent to which such laws discriminate 
against women; 
(iii) recommend the reform and repeal of such laws to the Appropriate 
Government; 
(iv) examine the role of women at home and in public life, their sexual, 
reproductive and economic rights, including their ability to negotiate safer 
sex and make reproductive choices; 
(v) examine strategies to increase educational and economic opportunities for 
women, sensitise service deliverers on issues related to women, improve 
healthcare and social support services for women; and 
(vi) examine the impact of religious and cultural traditions on women. 
(c) in relation to State, Union Territory and District HIV/AIDS Authorities-
(i) supervise their functioning; 
(ii) provide technical assistance and guidance to carry out and sponsor 
investigations and research relating to HIV/AIDS; 
(iii) co-ordinate their activities and resolve disputes among them; 
(iv) make budgetary allocations and monitor their use of funds and resources 
(d) formulate, circulate and implement a model national HIV/AIDS policy for the 
care, support and protection of children affected by HIV/AIDS in educational 
institutions. 
(e) formulate, modify and publish guidelines, policies or standards including in 
relation to: 
(i) programmes specified in Schedule II; 
(ii) HIV/AIDS surveillance and counselling; 
(iii) establishment of Voluntary Counselling and Testing Centres; 
(iv) registration and support of non-governmental organisations, the 
disbursement of monies for this purpose while ensuring that such non-
goverrmiental organisations adopt and follow good practices and ethical 
guidelines in the running and management of their affairs; and 
(iv) the avoidance of acts or practices that violate or breach the provisions of 
this Act. 
52. Additional Functions of State and Union Territory HIV/AIDS Authority. — In 
addition to the functions set out in Section 50, State and Union Territory HIV/AIDS 
Authorities shall within their jurisdictions-
(a) translate the National HIV/AIDS Policy and other guidelines issued by the 
National HIV/AIDS Authority into local and regional languages, ensure their 
widespread dissemination and monitor their implementation; 
(b) report to the National HIV/AIDS Authority; 
(c) in relation to District HIV/AIDS Authorities where such Authorities exist-
(i) supervise their functioning; 
(ii) co-ordinate their activities and resolve disputes among them; and 
(iii) delegate such of their functions at the District level as they see fit; 
(d) establish HIV/AIDS help lines in partnership with NGOs, networks of HIV-
positive persons or other stake holders in each District in accordance with the 
Regulations; 
(e) establish Voluntary Counselling and Testing Centres in accordance with Section 
17 in every sub-district and at their head offices; 
(f) maintain a list of registered counsellors and Voluntary Counselling and Testing 
Centres which shall be available to the public free of cost; 
(g) under directions and guidelines of and in coordination with the National 
HIV/AIDS Authority establish mechanisms for: 
(i) the registration of Voluntary Counselling and Testing Centres and 
counsellors; 
(ii) the training of counsellors; 
(iii) the provision of HIV-related pre-marital information and counselling 
services; 
(iv) the setting up of shelter homes for women and children living with 
HIV/AIDS; and 
(h) co-ordinate with the National HIV/AIDS Authority and other State and Union 
Territory HIV/AIDS Authorities for the purposes of this Act. 
53. Power of HTV/AIDS Authority. — (1) In proceedings and inquiries before an 
HIV/AIDS Authority, it shall, have all the powers of a civil court under the Code of 
Civil Procedure, 1908 in respect of the following matters, namely: 
(a) summoning and enforcing the attendance of witnesses and examine them on 
oath; 
(b) discovery and production of any document; 
(c) receiving evidence on affidavits; 
(d) requisitioning any public record or copy thereof from any court or office; 
(e) issuing commissions for the examination of witnesses or documents; 
(f) any other matter which may be prescribed. 
(2) The HIV/AIDS Authority shall have the power to require any person, to furnish 
information on such points or matters as, in its opinion, may be useful for, or relevant 
to, the subject matter of an inquiry and any person so required shall be deemed to be 
legally bound to furnish such information within the meaning of section 176 and 
section 177 of the Indian Penal Code, (45 of 1860). 
(3) The HIV/AIDS Authority or any other officer, not below the rank of a Gazetted 
Officer, specially authorised in this behalf by the HIV/AIDS Authority may enter any 
building or place where the HIV/AIDS Authority has reason to believe that any 
document relating to the subject matter of an inquiry may be found, and may seize any 
such document or take extracts or copies therefrom subject to the provisions of Section 
100 of the Code of Criminal Procedure, 1973, in so far as it may be applicable. 
54. Authentication of orders of HIV/AIDS Authority. — All orders and decisions of the 
HIV/AIDS Authority shall be authenticated by the signature of the Director or any 
other member authorised by the HIV/AIDS Authority in this behalf. 
55. HIV/AIDS Authority to monitor compliance of Act. — (1) The HIV/AIDS 
Authority shall, within 180 days of its constitution and establishment, notify a 
voluntary, graded rating and compliance system for all organisations including 
companies, institutions and non-governmental organisations in its jurisdiction, which 
shall provide inter alia: 
(a) for the listing of organisations with the HIV/AIDS Authority; 
(b) formats for reporting compliance with the provisions of this Act; and 
(c) a public notification system for organisations who rate well on the compliance of 
this Act. 
(2) Based on the rating and compliance system, the HIV/AIDS Authority shall, on an 
annual basis, rate organisations on their compliance with the provisions of this Act and 
shall report to the Appropriate Government such organisations that rate well on 
compliance. 
(3) Based on the report of the HIV/AIDS Authority under sub-section (2), the Appropriate 
Government shall accord priority and preference to such organisations that rate well on 
compliance in relation to various matters including the granting of contracts, licences, 
funding and resource allocation. 
(4) The HIV/AIDS Authority shall also report to the Appropriate Government such 
organisations that have been convicted of offences or awarded adverse orders in terms 
of this Act or those which may have been given a poor rating as 'HIV unfriendly' in 
relation to various matters including the granting of contracts, licences, funding and 
resource allocation. 
(5) The HIV/AIDS Authority shall publish for wide circulation its rating and compliance 
system, the names of organisations that perform well on the rating system and those 
that are given a poor rating as 'HIV unfriendly.' 
56. HIV/ATOS Authority to Consult. — (1) The HIV/AIDS Authority shall: 
(a) call upon such experts, from the fields of public health, human rights, law and 
HIV/AIDS or from any other discipline as it deems necessary to assist it in the 
conduct of an inquiry under Section 50(3)(b); 
(b) ensure, including through political and financial support, that consultation with 
all stake holders including HIV-positive persons, protected persons, healthcare 
providers, persons working in the field of HIV/AIDS, public health experts and 
human rights organisations occurs in all phases of HIV/AIDS policy design, 
programme implementation and evaluation; 
(b) establish formal and regular mechanisms to facilitate ongoing dialogue with and 
input from such community representatives into HlV-related government 
policies and programmes including through regular reporting by community 
representatives to the various government, parliamentary and judicial branches, 
joint workshops with community representatives on policy, planning and 
evaluation of State responses and through mechanisms for receiving written 
submissions from the community; 
(c) ensure a greater involvement of HIV-positive persons, other protected persons, 
non-governmental organisations, women, children, civil society and healthcare 
providers in the formulation and implementation of HIV-related policies, 
including through an initiative to strengthen the capacity and co-ordination of 
networks of people living with HIV/AIDS and community based organisations; 
and 
(d) work with different stakeholders for the purposes of the performance of its 
functions. 
(2) All policies, programmes and guidelines formulated by the HIV/AIDS Authority shall 
be evidence-based, formulated in a transparent manner and through consultation as 
provided in sub-section (1) and shall be open to public scrutiny. 
(3) The HIV/AIDS Authority shall continuously collect information on HIV/AIDS, human 
rights and health and use this information as a basis for policy and programme 
development and reform. 
57. Duty to publish information. — (1) The HIV/AIDS Authority shall publish, including 
through the Internet, and make available to all persons, all reports and minutes of its 
meetings and the meetings of its committees and where applicable those of the 
Advisory Committee and the concerned Nomination Committee, its policies, 
programmes, guidelines, standards, all data relating to care, support and treatment, 
budgetary allocations, statements of audit and accounts and reports of the Comptroller 
and Auditor General of India related to its functioning. 
(2) Every person shall have the right to information from the HIV/AIDS Authority and this 
information shall be subject to the maintenance of confidentiality in relation to 
protected persons. 
58. Appropriate Government to consider HIV/AIDS Authority reports. — The 
Appropriate Government shall consider the reports and recommendations of the 
HIV/AIDS Authority, in particular in relation to review of laws and policies relating to 
women, and within three months of their submission, shall, together with its comments, 
views and the action it proposes to take in relation to such reports and 
recommendations, lay the same before the concerned legislature for their action and 
publish and make available the same to all persons. 
59. Budgetary Provisions. — (1) The Appropriate Government may, after due 
appropriation made by Parliament or the concerned legislature as the case may be, by 
law in this behalf, make in each financial year such contributions to the HIV/AIDS 
Authority as it may think necessary to enable the HIV/AIDS Authority to perform its 
functions under this Act. 
(2) Each HIV/AIDS Authority shall have its own fund, and all sums which may, from time 
to time, be paid to it by the Appropriate Government, and in the case of the State, 
Union Territory and District HlV/AlDS Authorities, by the National HIV/AIDS 
Authority and all other receipts (by way of gifts, grants, donations, benefactions, fees or 
otherwise) of that HIV/AIDS Authority shall be carried to the fund of the HIV/AIDS 
Authority and all payments by the HTV/AIDS Authority shall be made from there. 
(3) The HIV/AIDS Authority may expend such sums as it thinks fit for performing its 
functions under this Act and such sums shall be treated as expenditure payable out of 
the fund of that HIV/AIDS Authority. 
(4) The HIV/AIDS Authority shall during each financial year, prepare, in such form and at 
such time as may be prescribed, a budget in respect of the financial year next ensuing 
showing the estimated receipt and expenditure, and copies thereof shall be forwarded to 
the Appropriate Government and its supervising HIV/AIDS Authority. 
60. Accounts and Audit. — (1) The HIV/AIDS Authority shall maintain proper accounts 
and other relevant records and prepare an annual statement of accounts in such form as 
may be prescribed by the Appropriate Government in consultation with the Comptroller 
and Auditor-General of India. 
(2) The accounts of the HTV/AIDS Authority shall be audited by the Comptroller and 
Auditor-General of India every three years and any expenditure incurred in connection 
with such audit shall be payable by the HTV/AIDS Authority to the Comptroller and 
Auditor-General of India. 
(3) The Comptroller and Auditor-General of India or any person appointed by the 
Comptroller and Auditor General of India in connection with the audit of the accounts 
of the HIV/AIDS Authority under this Act shall have the same rights and privileges in 
connection with such audit as the Comptroller and Auditor-General of India generally 
has in connection with the audit of Government accounts and, in particular, shall have 
the right to demand the production of books, accounts, connected vouchers and other 
documents and papers and to inspect any of the offices of the HIV/AIDS Authority. 
(4) The accounts of the HIV/AIDS Authority as certified by the Comptroller and Auditor-
General or any other person appointed by the Comptroller and Auditor General of India 
in this behalf, together with the audit report thereon shall be forwarded annually to the 
Appropriate Government by the HTV/AIDS Authority and the Appropriate Government 
shall cause the audit report to be laid as soon as may be after it is received before the 
concerned legislature and shall publish the same for wide circulation, 
CHAPTER XII 
INSTITUTIONAL OBLIGATIONS 
61. Application. - The provisions of this Chapter shall be applicable to all institutions 
comprising 20 or more persons. 
62. General Responsibility of Institutions. - Every person who is in charge of, or 
responsible to an institution for the conduct of the activities of such institution, or both, 
shall ensure compliance by such institution with the provisions of this Act on the 
commencement of this Act, 
63. Grievance Redressal Mechanism. - (1) Every institution shall appoint a person of 
senior rank with full administrative powers, working full time in the institution, as the 
Complaints Officer, who shall, on a day-to-day basis, deal with complaints of 
violations of the provisions of this Act by or in the institution, in such manner as may 
be prescribed. 
Provided that where an institution carries on its activity in one or more places with 20 
or more persons in any of such additional places, a separate Complaints Officer shall be 
appointed for each of such places. 
(2) Every person with a grievance about the violation of the provisions of this Act by or in 
an institution has the right to approach the Complaints Officer to attend to such 
grievance and shall be informed of such right by the institution. 
(3) The Complaints Officer, may inquire suo moto, and shall inquire, upon a complaint 
made by any person, into violations of the provisions of this Act by the institution or 
any person in the institution. 
(4) The Complaints Officer shall act in an objective and independent manner when 
inquiring into complaints made under this Chapter. 
(5) The Complaints Officer shall inquire into and decide a complaint promptly and in any 
case within seven working days. 
Provided that in cases of emergency the Complaints Officer shall decide the complaint 
within one day. 
(6) The Complaints Officer, if satisfied, that a violation of the Act has taken place as 
alleged in the complaint, shall first direct the institution to take measures to rectify the 
breach or violation complained of, then counsel the person alleged to have committed 
the act and require such person to undergo training and social service, and upon 
subsequent violations shall recommend to the institution to, and the institution shall, 
initiate disciplinary action against such person. 
(7) The Complaints Officer shall inform the complainant of the action taken in relation to 
the complaint and shall be responsible for ensuring that the complaints, their nature and 
number and the action taken are published on the institution's web site or web page 
where such a web site or web page exists and are reported to the concerned HIV/AIDS 
Authority on a six-monthly basis. 
Provided that the Complaints Officer shall ensure the maintenance of confidentiality of 
complainants and parties to a complaint. 
64. HIV/AIDS Policy. - (1) The National HIV/AIDS Authority shall within 90 days of its 
constitution and establishment, notify model HFV/AIDS policies for institutions 
formulated in consultation with different stakeholders including HIV-positive persons 
and persons working in the field of HIV/AIDS. 
(2) The model HIV/AIDS policies as may be applicable and as may be amended and 
updated from time to time by the National HIV/AIDS Authority, shall be deemed to be 
adopted by every institution upon their notification. 
(3) The text of the HIV/AIDS Policy shall be conveyed to all persons working in the 
institution and shall be prominently posted by the person in charge of or responsible to 
the institution, or both, in English and in the language understood by the majority of 
persons working in or accessing such institution on special boards to be maintained for 
the purpose at or near the entrance through which the majority of the persons working 
in or accessing the services of the institution enter such institution. 
(4) (a) The notice in sub section (3) shall state the manner in which copies of the 
HIV/AIDS Policy may be obtained and persons working in or accessing the 
services of the institution shall be entitled to a copy of such policy free of charge. 
(b) The HIV/AIDS Policy of all institutions shall be available to all members of the 
public for a nominal fee. 
(c) In the case of educational institutions, learners and their parents or guardians 
shall be given a copy of the HIV/AIDS Policy free of charge immediately upon 
admission of the learner to the institution. 
(5) The institution shall conduct annual training sessions for persons working in such 
institution in understanding and implementing the HIV/AIDS Policy of the institution. 
(6) The National HIV/AIDS Authority shall ensure that the institutional HIV/AIDS Policy 
is reviewed and if necessary, updated and amended on an annual basis. 
65. Right of Redressal. - Nothing contained in this Chapter prohibits, limits or otherwise 
restricts the right of a person to other remedies provided under this Act or any other law 
for the time being in force to address violations of the provisions of this Act. 
CHAPTER XIII 
DUTIES OF STATE 
66. State obligations. - (1) In compliance with the Constitution of India and India's 
commitments under international conventions to which it is party, the Appropriate 
Government shall: 
(a) ensure the right of access to and equitable distribution of health facilities, goods 
and services including essential medicines on a non-discriminatory basis; 
(b) based on epidemiological evidence and through a participatory and transparent 
process, adopt and implement a national public health strategy and plan of 
action, to be periodically reviewed, addressing the health concerns of the whole 
population and including methods such as right to health indicators and 
benchmarks, by which progress can be closely monitored; and 
(c) enact, review and amend legislation to promote the rights of protected persons 
and to establish a legislative framework in consonance with the objectives of this 
Act. 
(2) In order to fulfill its obligations under this Act the appropriate government shall: 
(a) take measures to develop and promote awareness among protected persons of 
their rights and duties under this Act; and 
(b) take measures to develop and implement programmes in order to promote the 
rights of protected persons under this Act including promoting and ensuring the 
greater involvement of HIV-positive persons and protected persons in 
programmes, action plans, policy formulation, decision-making processes and 
implementation of plans under this Act in particular and in the field of 
HIV/AIDS in general. 
67. Programmatic and Impiementational Obligations. - (1) The Central Government 
shall, in co-ordination with the HIV/AIDS Authorities establish an effective national 
framework to respond to HIV/AIDS which ensures a co-ordinated, participatory, 
transparent and accountable approach, integrating HIV/AIDS policy and programme 
responsibilities, across all branches of government. 
(2) Each Central, State and local ministry shall ensure that HIV/AIDS and human rights 
are integrated into all its relevant plans and activities, including ministries and 
departments related to: 
(a) Education; 
(b) Law and justice, including police and corrective services; 
(c) Science and research; 
(d) Employment and public service; 
(e) Welfare, social security and housing; 
(f) Immigration, indigenous populations, foreign affairs and development 
cooperation; 
(g) Health; 
(h) Treasury and finance; 
(i) Defence, including armed services. 
68. International. - (1) The Central Government shall initiate and ensure the ongoing 
interaction with neighbouring and other States to ensure that governmental responses to 
the HIV/AIDS epidemic will continue to make the best use of assistance available from 
the international community. Such interaction shall, inter alia, reinforce cooperation 
and assistance to areas related to HIV/AIDS and human rights, in particular relating to 
access to treatment. 
(2) The Central Government shall promote HIV-related human rights in international 
forums and ensure that they are integrated into the policies and programmes of 
international organizations. 
(3) The Central Government shall consider international guidelines, as they develop, in the 
formulation of HIV-related policies and programmes in India. 
CHAPTER XIV 
SPECIAL PROVISIONS 
69. Women and health. - (1) The State shall develop and implement a comprehensive 
national strategy for promoting women's right to health throughout their life span that 
includes interventions aimed at the prevention and treatment of diseases affecting 
women, as well as policies to provide access to a full range of high quality and 
affordable healthcare, including sexual and reproductive healthcare services and 
policies that ensure the education and empowerment of the girl child. 
(2) In order to promote better health for women, the State shall integrate a gender-based 
approach that recognises that biological and socio-cultural factors play a significant 
role in influencing the health of women, in its health-related policies, planning, 
programmes and research. 
(3) The State shall ensure the disaggregation of health and socio-economic data according 
to sex for the purpose of identifying and remedying inequalities in healthcare access 
and provision. 
70. Right of Residence. - Every protected person who is a woman or who is a person 
below the age of 18 years shall have the right to reside in the shared household, the 
right not to be excluded from the shared household or any part of it and the right to 
enjoy and use the facilities of such shared household in a non discriminatory manner. 
Explanation- "shared household" means a household where a person lives or at any 
stage has lived in a domestic relationship either singly or along with another person and 
includes such a household whether owned or tenanted either jointly or singly, any such 
household in respect of which either person or both, jointly or singly, have any right, 
title, interest or equity and includes a household which may belong to a joint family of 
which either person is a member, irrespective of whether either person has any right, 
title or interest in the shared household. 
71. Registration of Marriages. - (1) In addition to and not in derogation of existing laws, 
(a) all marriages solemnised after the commencement of this Act shall be registered 
in such manner as may be prescribed; and 
(b) a marriage that is not registered after two years from the commencement of this 
Act or one year from the date of its solemnisation, whichever is later, shall be 
voidable at the option of the woman; and 
(c) in the case of a marriage that has been declared void under this section, all rights 
and obligations including the right to maintenance, the right of legitimacy of 
children who would have been legitimate had the marriage not been dissolved 
and rights related to property, shall be such, as they would have been had the 
marriage been dissolved under the applicable law. 
(2) The Appropriate Government shall appoint Registration Officers in every sub-district 
in the country. 
(3) The Central Government in consultation with the State Governments shall within 360 
days of the commencement of this Act, prescribe the procedure for registration of 
marriages and shall design and implement a system for indexing and centralising 
marriage records. 
(4) No marriage shall be registered unless the Registering Officer is satisfied that the 
persons intending to marry have received HlV-related lEC in accordance with Section 
72 of this Act. 
72. HIV-related lEC before marriage. - (1) The National HIV/AIDS Authority shall, 
within 90 days of its constitution and establishment, formulate guidelines, content and 
protocols for the provision of HTV-related lEC before marriage. 
(2) The Appropriate Government shall establish a Counselling Centre at each Marriage 
Office in each district, which shall implement the protocols formulated under sub 
section (1) above. 
(3) All persons intending to get married or whose marriage has not been registered shall 
receive face to face and one-on-one HIV/AIDS related information provided and 
conveyed in an effective and interactive manner and shall be offered HIV/AIDS related 
counselling. 
Explanation:- For the purposes of this section, HIV-related lEC includes information 
related to sexual health, contraception, condom usage, sexuality, the methods of 
transmission of HIV and other sexually transmitted infections, and voluntary HIV 
testing. 
73. HIV-positive women who are pregnant. - (1) Without prejudice to the generality of 
the provisions of this Act and notwithstanding anything contained in any law for the 
time being in force, an HIV-positive woman who is pregnant shall have the right to 
receive such counselling and information as to enable her to make a decision about her 
pregnancy, whether or not to undertake HIV-related treatment and in relation to other 
matters affecting her health and pregnancy. 
(2) No woman who is pregnant and a protected person shall be subject to forced 
sterilisation or abortion. 
(3) The National HIV/AIDS Authority shall within 60 days of its constitution and 
establishment, develop protocols for the testing, treatment and counselling of HIV-
positive women who are prepant and every healthcare institution shall implement such 
protocols immediately upon their notification. 
(4) Protocols formulated under sub-section (3) shall provide inter alia counselling 
guidelines in relation to care and treatment for the HIV-positive woman and her child, 
that informed consent must form the basis for the woman's individual decision, 
recognition of the right of the woman to decide, that the decision to use any HIV/AIDS 
related treatment during pregnancy should be made by the woman following 
discussions with her healthcare provider regarding the benefits and risks to her and her 
foetus and counselling on feeding and infant milk substitutes. 
74. Sexual assault Protocols. - (1) The Central Government shall, within 360 days of the 
commencement of this Act, formulate, notify and implement Regulations specifying 
protocols for the counselling and treatment of survivors of sexual assault and for the 
training of healthcare providers and other service providers in the implementation of 
such protocols. 
(2) The Appropriate Government shall, within 720 days of the commencement of this Act, 
establish one or more sexual assauh crisis centres in each district in its jurisdiction. 
(3) In fulfilling its obligations under sub-section (1) and (2), the Appropriate Government 
shall consult different stake holders including women's groups, child rights groups, 
groups working on sexuality, sexual health, HIV/AIDS, healthcare providers and 
forensic experts. 
(4) Every survivor of sexual assault, whether or not they have reported the sexual assault to 
law enforcement agencies, shall have access to the following services on a confidential 
basis: 
(a) counselling; 
(b) prevention and management of sexually transmitted infections including access 
to testing and prophylactic treatment; 
(c) prevention, treatment and management of other medical conditions or injuries 
associated with the sexual assault; 
(d) HIV/AIDS related counselling and treatment if required and in the best interest 
of the survivor; 
(e) follow up treatment and care; and 
(f) referrals. 
Provided that where the survivor of sexual assault is a person below the age of 12 
years, the healthcare or other service provider under whose care such person is, may 
encourage the involvement of a parent or guardian, unless it is detrimental to and 
interferes with the progress and care of the survivor, in which case the consent of such 
parent or guardian for the provision of services shall not be required. 
(5) Notwithstanding anything contained in any law for the time being in force, no 
healthcare or other service provider or person in charge of an institution providing 
services to a survivor of sexual assault shall report or release information regarding the 
assault or the survivor without the written informed consent of the survivor. 
Explanation / :- For the purposes of this section, sexual assault is any non-consensual 
contact with a sexual purpose including an offence against any person under section 
376, section 376A, section 376B, section 376C, section 376D and section 377 of the 
Indian Penal Code, (45 of 1860), whether or not such an act is recognised as a crime by 
law for the time being in force and whether or not it is reported to the police. 
Explanation 11- For the purposes of this section sexual assault includes non-consensual 
sexual contact by a man with his wife. 
75. Persons in the Care or Custody of the State. - (1) Every person who is in the care or 
custody of the State shall have the right to HIV prevention, counselling, testing and 
treatment services. 
(2) The State shall, within 180 days of the commencement of this Act, introduce strategies 
for risk reduction including age appropriate information, education and communication 
for persons below the age of 18 years, sexual health information, condoms, needle 
exchange and drug substitution programmes for all persons in its care or custody. 
(3) A person in the care or custody of the State who has been exposed to the risk of HIV 
transmission, shall be referred immediately to a State healthcare institution or a sexual 
assault crisis centre, as the case may be, for HIV-related counselling, treatment or other 
services and shall be entitled to, if recommended, post exposure prophylaxis and HIV-
related treatment from the State. 
(4) Every person in the care or custody of the State shall be entitled to receive their 
complete medical records upon their release or discharge. 
Explanation:- For the purposes of this Section, persons in the care or custody of the 
State include persons convicted of a crime and serving a sentence, persons awaiting 
trial, person detained under preventive detention laws, persons under the care or 
custody of the State under Juvenile Justice (Care and Protection of Children) Act, 2000, 
Immoral Traffic (Prevention) Act, 1956, and persons in the care or custody of State run 
homes and shelters. 
76. Children. - (1) The State shall ensure access to child-friendly information about 
preventive and health-promoting behaviour and support to families and communities in 
implementing these practices. 
(2) The State shall adopt effective and appropriate measures to abolish harmful practices 
affecting the health of children, particularly girls, including early marriage and 
preferential feeding and care of male children. 
(3) The State shall provide a safe and supportive environment for young persons, that 
ensures the opportunity to participate in decisions affecting their health, to build life-
skills, to acquire appropriate information, to receive counselling and to negotiate the 
health-behaviour choices they make. 
(4) The State shall ensure the development of youth-friendly healthcare, which respects 
confidentiality and privacy and includes appropriate sexual and reproductive health 
services. 
(5) In all policies and programmes aimed at guaranteeing the right to health of children and 
young persons their best interests shall be a primary consideration and in the 
formulation of such policies and programmes, the State shall consult children and 
NGOs working with children at national, state and local levels. 
77. Children affected by HIV/AIDS. - (1) The Appropriate Government shall, in 
consultation with health professionals and organisations working with children affected 
by HIV/AIDS, formulate guidelines and train healthcare providers on various aspects 
of care, support and treatment of children affected by HIV/AIDS, including in relation 
to psychological care and HIV-related treatment. 
(2) The Appropriate Government shall ensure that children affected by HIV/AIDS can 
access educational institutions and shall formulate and implement programmes to 
address barriers to education including school fees and other costs. 
78. Protection of Property of Children affected by HIV/AroS. - (1) The Appropriate 
Government shall protect the property of children affected by HIV/AIDS. 
(2) The Central Government shall, within 90 days of the commencement of this Act frame 
Rules for the protection of property of children affected by HIV/AIDS. 
(3) Parents or guardians of children affected by HIV/AIDS, or any person acting in their 
best interest, or a child affected by HFV/AIDS, may approach the Child Welfare 
Committee for the safe keeping and deposit of documents related to the property rights 
of such child or to make complaints relating to the threat of such child being 
dispossessed, actual dispossession or trespass into such child's house even in the 
absence of documents related to the property rights of such child. 
(4) The Child Welfare Committee shall properly maintain and protect all such documents 
and shall ensure the maintenance of confidentiality of all protected persons. 
(5) The Child Welfare Committee shall pass appropriate orders in the best interests of 
children affected by HIV/AIDS, including orders to preserve the property of such 
children, to make investments of the property or to take possession of documents 
related to the property where both the parents or legal guardian of such children have 
either died or are incapacitated. 
(6) The Child Welfare Committee shall take the assistance of different stakeholders 
including HIV-positive persons, persons working in the field of HIV/AIDS, child-line 
organisations and NGOs working with children in such matters. 
Explanation:- "Child Welfare Committee" means a committee set up under the 
Juvenile Justice (Care and Protection of Children) Act, 2000; 
79. Recognition of Guardianship of older sibling. - (I) Notwithstanding anything 
contained in any law for the time being in force, a person below the age of 18 years 
who is the managing member of a family affected by HTV/AIDS shall be competent to 
act as guardian of any other persons below the age of 18 years who are members of 
such family for the following purposes: 
(a) admission to educational institutions; 
(b) care and protection; 
(c) treatment; 
(d) operating bank accounts; 
(e) managing property; and 
(f) for all other purposes that may be require to discharge duties as a guardian. 
Explanation- For the purposes of this section, a family affected by HIV/AIDS, is one 
where both parents or the legal guardian is incapacitated due to HlV-related illness or 
AIDS, those living in households of children orphaned by AIDS or if they are not 
orphaned, then the legal guardian or parents are unable to discharge their duties in 
relation to such children. 
80. De Facto guardian. - (1) Notwithstanding anything contained in any law for the time 
being in force, a person who has no parental responsibilities and rights in respect of a 
child but who voluntarily cares for the child either indefinitely, temporarily or partially. 
including a care-giver who otherwise has no parental responsibilities and rights in 
respect of a child, shall, while the child is in that person's care, have the duty to -
(a) safeguard the child's health, well-being and development; and 
(b) protect the child from maltreatment, abuse, neglect, degradation, discrimination, 
exploitation and any other physical or mental harm or hazards. 
(2) A person referred to in sub-section (1) may exercise parental responsibilities and rights 
reasonably necessary to comply with sub-section (1), including the right to consent to 
HIV/AIDS related treatment of, or other healthcare service for, the child if such consent 
cannot reasonably be obtained from the parent or primary care-giver of the child or the 
concerned child. 
81. Living wills, stand by guardianship and testamentary guardianship. - (1) 
Notwithstanding anything contained in any law for the time being in force, a parent or 
legal guardian of a child affected by HIV/AIDS may appoint, by making a will, an 
adult person who is a relative or friend, or a person below the age of 18 years who is 
the managing member of the family affected by HIV/AIDS to act as legal guardian 
immediately upon the parent or legal guardian's incapacity or death. 
(2) Nothing in this section shall divest a parent or legal guardian of their rights, and the 
guardianship referred to in sub-section (1) shall cease to operate upon the parent or 
legal guardian regaining capacity. 
(3) Parent or legal guardians of children affected by HIV/AIDS may make a will 
appointing a guardian for care and protection of such children and for the property that 
such children would inherit or which is bequeathed through the will as per schedule 4 
of the Act. 
CHAPTER XV 
SPECIAL PROCEDURES IN COURT 
82. Suppression of Identity. - (1) In any legal proceeding in which a protected person is a 
party or such person is an applicant, the court, on an application by such person, that it 
is in the interest of justice may pass any or all of the following orders: 
(a) that the proceeding or any part thereof be conducted by suppressing the identity 
of the applicant by substituting the name of such person with a pseudonym in the 
records of the proceedings in such manner as may be prescribed; 
(b) that the proceeding or any part thereof may be conducted in camera; 
(c) restraining any person from in any manner publishing any matter leading to the 
disclosure of the name or status or identity of the applicant. 
(2) Any proceeding where an order under sub-section (1) is passed shall be conducted in 
such manner as may be prescribed. 
83. Priority. - (1) In any legal proceeding concerning or relating to an HIV-positive 
person, the court shall take up and dispose off the proceeding on a priority basis. 
(2) In such a legal proceeding, the court shall, as soon as possible, but not later than 120 
days of the institution of the proceedings, fix a timetable for the final hearing and 
disposal of the proceeding in consultation with the parties. 
(3) The timetable so fixed shall take into account any arbitration, mediation or settlement 
that may be ordered or the evidence that may be taken and the final oral and written 
arguments and judgement that may be pronounced, such that the time taken for 
disposing of the entire proceeding, from the date of its institution till final disposal 
shall, in a proceeding which requires evidence to be taken be not more than three years, 
and in any other case be not more than two years. 
(4) The timetable for a trial in any legal proceeding concerning or relating to an HIV-
positive person shall be so fixed that it is conducted on a daily basis. 
(5) Evidence in such proceedings shall, to the extent possible, be taken before a 
commissioner as provided in Order XVIII of the Code of Civil Procedure, 1908. 
(6) Any interim application made in such a proceeding shall not affect the timetable or be a 
basis of enlarging the time fixed for the final disposal of the proceeding. 
(7) Any party not adhering to the timetable, except in cases of illness of the HIV-positive 
person, who is party to or a witness in the proceedings, shall be liable to pay costs of 
not less than one thousand rupees per day of the delay to the legal aid fund of the 
concerned court. 
Provided that each party to the proceeding shall be entitled to three adjournments 
during the course of the proceedings to use as they choose to. 
(8) All interlocutory applications in any such proceedings shall be disposed off in a 
summary manner on the basis of document before the court without prejudicing the 
rights of the parties or delaying the final disposal of the main proceedings. 
(9) In a proceeding in which an HIV-positive person is a party, if the judge presiding over 
the matter is transferred, retires or otherwise vacates the court, the judge who has the 
power to transfer cases in such court, shall within 30 days transfer the proceeding to 
another judge. 
Explanation:- For the purposes of this section 'judge' includes the President, Principal 
Judge, Chief Justice, Chief Metropolitan Magistrate or Chief Judge of the concerned 
court. 
84. Maintenance.- (1) In any maintenance application filed by or on behalf of a 
protected person under any law for the time being in force, the court shall on the first 
date after the application is filed, consider the application for interim maintenance and 
have the power to grant ad hoc maintenance on the basis of the application alone until 
the disposal of or fiirther orders in, the application. 
(2) In passing any order of maintenance the court shall take into account medical costs and 
other HIV-related costs that may be incurred by the applicant. 
85. Sentencing. - In passing any orders relating to sentencing, the HIV-positive status of 
the person in respect of whom such an order is passed shall be a relevant factor to be 
considered by the court to determine the custodial facility that the person shall be 
transferred to based on the availability of proper healthcare services at such facility. 
86. Powers of Court. - (1) Notwithstanding any other law for the time being in force, in 
the adjudication or prosecution of any proceedings whether civil or criminal, which are 
instituted in terms of or under this Act a court shall, in addition to any other order that it 
may pass, order the person who has committed a breach of this Act to undergo a fixed 
period of counselling related to the breach committed or a fixed period of social 
service. 
(2) Notwithstanding any other law for the time being in force, in the adjudication of any 
proceedings, which are instituted in terms of or under this Act a court may pass 
appropriate orders in the circumstances of the case to: 
(a) prevent breaches of the provisions of this Act; or 
(b) redress breaches of the provisions of this Act by directing: 
(i) specific steps, special measures or affirmative actions or both to be taken; 
(ii) the award of damages including specific, general, aggravated and 
exemplary damages with interest for past and future losses, personal 
injuries, and injury to reputation or feelings; 
(iii) the withdrawal of, or ceasing and desisting from, committing breaches of 
this Act; 
(iv) the employer of a person who has committed a breach of this Act to 
initiate disciplinary action against such person; 
(v) the employer of the person who has committed a breach of this Act to put 
the matter in the employee's Annual Confidentiality Report; 
(vi) the inclusion of the matter in the Annual or other report of the person who 
has committed a breach of this Act that is available to the public and that 
is filed with regulatory authorities, where such person is an institution; 
(vii) the person who has committed a breach of this Act to undergo an audit of 
specific policies or practices as may be determined by the court, where 
such person is a registered company, institution, society or other body; 
(viii) an appropriate order of a deterrent nature, including a recommendation to 
the appropriate authority, to suspend or revoke the licence of the person 
who has committed a breach of this Act; 
(ix) any person who has committed a breach of this Act to make regular 
progress reports to the court regarding the implementation of the court's 
order; 
(x) the Registrar of the court to report the matter where a criminal offence is 
disclosed during the course of the proceedings, to the concerned police 
station having jurisdiction for the possible institution of criminal 
proceedings; or 
(xi) any other order as may be necessary in the interests of justice. 
(3) In a proceeding relating to discrimination in employment under this Act, the court shall 
have the power to pass any or all of the following orders: 
(a) that the person discriminated against be employed; 
(b) that the person discriminated against be reinstated; 
(c) that the person who has discriminated make arrangements for the reasonable 
accommodation of the person discriminated against; 
(d) the payment of wages, salary, income, allowances, benefits, perquisites and 
privileges that may have been lost on account of non-employment or 
termination; 
(e) award special, general and exemplary damages on account of the non-
employment, termination, emotional distress and pain or loss of reputation. 
87. Power of Court to order systemic audits. - (1) An HIV/AIDS Authority or any 
person may petition a court in relation to any institution with a record of continuous 
violations of the provisions of this Act. 
(2) Based upon a petition under sub-section (1), a court may appoint the concerned 
HIV/AIDS Authority or such other persons as it deems fit to conduct an audit of such 
institution to determine the causes of the continuous violations of the Act and based on 
the report of such audit may make such orders as may be necessary to address the 
systemic violations of the Act including any or all of the following orders: 
(a) rectification of the breaches of the Act; 
(b) initiation of disciplinary proceedings; 
(c) training and sensitisation programmes for all or any persons in such institution. 
88. Presumption as to Discrimination. - (1) When the question is whether a protected 
person has been discriminated against under this Act and it is shown that the person 
against whom such discrimination is alleged to have taken place is a protected person 
and that the act or omission alleged as being discriminatory took place, the Court shall 
presume, that such act or omission is discrimination under this Act and 
(a) the respondent must prove, on the facts before the court, that the discrimination 
did not take place as alleged; or 
(b) the respondent must prove that the conduct is not based on one or more of the 
prohibited grounds. 
Provided that the presumption as to non-existence of undue hardship under Section 
4(2)(a)(ii) shall operate without prejudice to the presumption under this provision. 
89. Jurisdiction of Courts. Nothing contained in this law prohibits, limits or otherwise 
restricts the jurisdiction of civil and criminal courts to address violations of the 
provisions of this Act. 
CHAPTER XVI 
PENALTIES 
90. Penalty for contravention of provisions of Section 5. - Notwithstanding any action 
that may be taken under any law for the time being in force, whoever contravenes the 
provisions of section 5 shall be punished with imprisonment of either description for a 
term which shall not be less than three months but which may extend to two years and 
with fine that may extend to one lakh rupees or both. 
91. Penalty for Misleading Information. - Notwithstanding any action that may be taken 
under any law for the time being in force, misinformation on HIV/AIDS prevention and 
control, including through false and misleading advertising and claims in any media or 
the promotional marketing of drugs, devices, agents, or procedures without prior 
approval from the Drugs Controller General of India and the requisite medical and 
scientific basis, including markings and indications in drugs and devices and agents, 
purporting to be a cure or fail safe prophylactic for HIV/AIDS, shall be punished with 
imprisonment of either description for a term that shall not be less than three months 
but may extend to two years or a fine that shall not be less than twenty thousand rupees 
but may extend one lakh rupees or both. 
92. Penalty for contravention of Section 21(4) by public servant. - A public servant 
who contravenes the provisions of Section 21(4) shall, on conviction, be punished with 
simple imprisonment for a term which may extend to one year and with fine that may 
extend to one lakh rupees. 
93. Failure to comply with orders of Health Ombud. - (1) Whoever fails to comply with 
any order given by a Health Ombud within such time as may be specified in such order 
shall, on conviction, be liable to pay a fine which may extend to ten thousand rupees 
and in case the failure continues, with an additional fine which may extend to five 
thousand rupees for every day during which such failure continues after the conviction 
for the first such failure. 
(2) If the failure referred to in sub-section (1) continues beyond a period of one year after 
the date of conviction, the offender shall, on conviction, be punished with 
imprisonment of either description for a term which shall not be less than three months 
but which may extend to one year and with fine that shall not be less than ten thousand 
rupees but which may extend to one lakh rupees. 
94. Penalty for contravention of provisions of Section 82(l)(c). - Notwithstanding any 
action that may be taken under any law for the time being in force, whoever 
contravenes an order under Section 82(1 )(c) shall be punished with simple 
imprisonment for a term that may extend to one year or with a fine that may extend to 
one lakh rupees. 
95. Offences By Companies. - (1) Where an offence under this Act has been committed 
by an institution, every person who at the time the offence was committed was in 
charge of, and was responsible to the institution for the conduct of its activities, as well 
as the institution, shall be deemed to be guilty of the offences and shall be liable to be 
proceeded against and punished accordingly: 
Provided that nothing contained in this sub-section shall render any such person liable 
to any punishment provided in this Act if it is proved that the offence was committed 
without the person's knowledge or that such person exercised all due diligence to 
prevent the commission of such offence. 
(2) Notwithstanding anything contained in sub-section (1), where an offence under this Act 
has been committed by an institution and it is proved that the offence has been 
committed with the consent or connivance of, or is attributable to any neglect on the 
part of, any director, manager, secretary or other officer of the institution, such director, 
manager, secretary or other officer shall also be deemed to be guilty of that offence and 
shall be liable to be proceeded against and punished accordingly. 
Explanation: For the purposes of this section "director" in relation to a firm means a 
partner in the firm. 
96. Offences by Government Departments. - Where an offence under this Act has been 
committed by any Department of Government, the Head of the Department shall be 
deemed to be guilty of the offence and shall be liable to be proceeded against and 
punished accordingly. 
Provided that nothing contained in this section shall render such Head of the 
Department liable to any punishment it is proved that the offence was committed 
without such person's knowledge or that such person exercised all due diligence to 
prevent the commission of such offence. 
97. Court competent to try offences under this Act and take cognizance of offence. -
No court other than the court of a Judicial Magistrate of First Class shall take 
cognizance of or try an offence under this Act. 
98. Offences to be cognizable and bailable. - Notwithstanding anything contained in the 
Code of Criminal Procedure, 1973'(2 of 1974), offences under this Act shall be 
cognizable and bailable. 
99. Offence under the Act to be tried summarily. - All offences under this Act shall be 
tried summarily in the manner provided for summary trial under the Code of Criminal 
Procedure, 1973 (2 of 1974). 
CHAPTER XVII 
MISCELLANEOUS 
100. Act to have overriding effect. - (1) The provisions of this Act shall have overriding 
effect notwithstanding anything inconsistent therewith contained in any other law for 
the time being in force or in any instrument having effect by virtue of any law other 
than this Act. 
(2) The provisions of this Act shall have overriding effect notwithstanding anything to the 
contrary contained in the memorandum or articles of a company, or in any agreement 
executed by it, or in any resolution passed by the company in general meeting pr by its 
board of directors, whether the same be registered, passed or executed, as the case may 
be, before or after the commencement of this act; 
(3) Any provision contained in the memorandum, articles, agreement or resolution 
aforesaid shall to the extent to which it is repugnant to the provisions of this Act, 
become or be void, as the case may be. 
101. Member and Staff of HIV/AIDS Authorities etc. to be public servants. - The 
Director, members, officers and other employees of the HFV/AIDS Authority shall be 
deemed to be public servants within the meaning of Section 21 of the Indian Penal 
Code (45 of 1860). 
102. Exemption from tax on wealth and income. -Notwithstanding anything contained in 
the Wealth Tax Act, 1957 (27 of 1957), the Income-tax Act, 1961 (43 of 1961), or any 
law for the time being in force relating to tax on wealth, income, profits or gains, the 
HIV/AIDS Authority shall not be liable to pay wealth-tax, income-tax or any other tax 
in respect of their wealth, income or profits or gains derived. 
103. Report of the HIV/AIDS Authority to be placed before Legislature. - The 
Appropriate Government shall cause to be placed before both Houses of the concerned 
legislature once a year a report regarding the performance of the HIV/AIDS Authority 
under this Act. 
104. Protection of action taken in good faith. - No suit, prosecution or other legal 
proceeding shall lie against the Central Government or HIV/AIDS Authority, or against 
any officer of the Central Government or the Director or members or employees of the 
HIV/AIDS Authority or any person acting under such Government, or HIV/AIDS 
Authority for anything which is in good faith done or intended to be done under this 
Act or any Rule or Regulation thereunder. 
105. Delegation of powers. - The Appropriate Government may, by general order, direct 
that any power exercisable by it under this Act shall, in such circumstances and under 
such conditions, if any as may be prescribed in the order, be exercisable also by an 
officer subordinate to that Government or the local authority. 
106. Power to make Rules and Regulations. - (I) The Appropriate Government may, by 
notification in the Official Gazette, make rules and regulations to carry out the purposes 
of this Act. 
(2) Without prejudice to the generality of sub-section (1), the appropriate government may 
make rules to provide for all or any of the following matters: 
(i) the salary and allowances of the Health Ombud under Section 28; 
(ii) the procedure to be followed by the Health Ombud under Section 30( I); 
(iii) the receipt of complaints by the Health Ombud under Section 30(2); 
(iv) additional powers of the civil court that a Health Ombud may enjoy in making an 
inquiry under Section 30(4)(f); 
(v) the manner in which the Health Ombud will maintain records under Section 
30(7); 
(vi) orders as to cost to be made by the Health Ombud under Section 31(3); 
(vii) the salary and allowances of Directors and other members of HIV/AIDS 
Authorities under Section 44; 
(viii) the meetings of HIV/AIDS Authorities and rules of procedure under Section 45; 
(ix) the allowances and fees of members of HIV/AIDS Authorities for attending 
meetings under Section 46(2); 
(x) the controls and restrictions in appointment of officers and employees of the 
HIV/AIDS Authorities under Section 47; 
(xi) the salaries and conditions of service of officers and employees of the HIV/AIDS 
Authorities under Section 47; 
(xii) the powers and duties of Directors of HIV/AIDS Authorities under Section 48; 
(xiii) additional powers of a civil court that an HIV/AIDS Authority may enjoy in 
conducting inquiries under Section 53(1 )9(f); 
(xiv) the budget of the HIV/AIDS Authorities under Section 58(4); 
(xv) the records and annual statements of account of HIV/AIDS Authorities under 
Section 59; 
(xvi) the procedure to be followed by a Complaints officer under Section 63; 
(xvii) the procedure relating to registration of marriages under Section 71(lXa); 
(xviii)the protection of property of children affected by HIV/AIDS under Section 
78(2); 
(xix) the suppression of identity in court proceedings under Section 82(1); 
(xx) the conduct of proceedings where suppression of identity and in camera orders 
are passed under Section 82(2); and 
(xxi) the delegation of powers under Section 101. 
(3) Without prejudice to the generality of sub-section (1), the appropriate government may 
make regulations to provide for all or any of the following matters: 
(i) Pre and post test counselling under Section 8(6) 
(ii) Epidemiological Studies under Section 9(c), proviso 
(iii) Recognition of voluntary counselling and testing centres and pathology 
laboratories for conducting HIV tests under Section 10(3), proviso 
(iv) Technologies for self testing of HIV under Section 10(5) 
(v) Data Protection under Section 15 
(vi) Establishment of voluntary counselling and testing centres under Section 17(3) 
(vii) Universal Precautions and Post Exposure Prophlaxis Protocols under Section 
20(4), proviso; 
(viii) Drug Substitution, drug maintenance and Needle Syringe Exchange programmes 
under Section 21(2); 
(ix) the training of the Health Ombud under Section 26; 
(x) HIV/AIDS surveillance under Section 50(2)(h) and 
(xi) The setting up of HIV/AIDS help lines under Section 52(e). 
(4) Every rule or regulation made by the Appropriate Government under this Act shall be 
laid, as soon as may be after it is made, before the Legislature of such Appropriate 
Government. . 
107. Power to remove difficulties. - (1) If any difficulty arises in giving effect to the 
provisions of this Act, the Central Government may, by order, not inconsistent with the 
provisions of this Act, remove the difficulty. 
Provided that no such order shall be made after the expiry of the period of two years 
from the commencement of this Act. 
(2) However, orders made under this section shall be laid, within 30 days, before each 
House of Parliament. 
108. Review and monitoring of Act. - The Central Government in consultation with the 
National HIV/AIDS Authority shall: 
(a) develop and implement effective and stringent monitoring and reporting 
mechanisms to oversee the implementation and enforcement of this Act by all 
persons; and 
(b) undertake a review of the working of this Act every three years to ensure that it 
adequately addresses the issues raised by the HIV epidemic, is successful in 
promoting and protecting the rights of protected persons and in preventing and 
controlling the HIV epidemic and it is consistent with constitutional and 
international human rights obligations. 
SCHEDULE 1 
Illustrative List of Unfair Treatment in certain sectors. (Section 4) 
1. Employment 
a. Denial of terms and conditions or benefits and privileges of services that other 
persons in the same position would enjoy including in relation to: 
i. Recruitment procedures, advertising and selection criteria; 
ii. Appointments, and the appointments process, including job placement; 
iii. Job classification or grading; 
iv. Remuneration, employment benefits and terms and conditions of 
employment; 
V. Employee assistance programmes; 
vi. Workplace and facilities; 
vii. Occupational health and safety; 
viii. Training and development; 
ix. Performance evaluation system; 
X. Promotion transfer and demotion; 
xi. Disciplinary measures; and 
xii. Termination of services 
xiii. Provident fund, xiv. Gratuity and health insurance, 
XV. Non-renewal of employment contract, 
b. Pressure to leave the employment, 
c. Insistence for resignationA'RS, 
d. Being asked not to report for duty, 
e. Denial of promotions, 
f. Arbitrary suspension or disciplinary action, 
g. Creation of a non-conducive atmosphere for work, 
h. Prejudicial comments and behaviour, 
i. Public identification, 
j . Mandatory isolation or segregation. 
2. Healthcare 
a. Provision of medically inappropriate treatment for the condition diagnosed, 
b. Untimely or arbitrary discharge, 
c. Charging higher rates for the same or similar services provided to another person 
at any stage (conditional treatment), 
d. Imposing conditions in the form of research, 
e. Prejudicial comments and behaviour, 
f Public identification, 
g. Isolation or segregation unless medically indicated, 
h. Pressure to leave the healthcare institution, 
i. Undignified treatment of a corpse 
3. Education 
a. Arbitrary suspension by or disciplinary action from an educational institution, 
b. Prejudicial comments and behaviour, 
c. Public identification, 
d. Isolation or segregation unless medically indicated, 
e. Denial of participation in benefits or services 
f. Pressure to leave an educational institution. 
g. Non provision of reasonable accommodation 
h. Demanding 'HIV-free' certificate at the time of admission 
i. Demanding disclosure of HIV test results (irrespective of positive or negative) 
from the students 
j . Denial of admission on the basis of HIV positive status. 
4. Insurance 
a. Non-renewal of insurance contract 
b. Termination of insurance contract 
c. Higher premiums, 
d. AIDS caps, 
e. Delay in processing of claims, 
f. Denial of claims, 
g. HIV/AIDS exclusion clauses, 
h. Exclusion clauses based on actual or perceived association with an HIV-positive 
person or of exposure to HIV 
5. Institutions 
a. Prisons, Juvenile homes. Rehab Centers, Mental homes, Adoption homes, 
Hospices, NGOs, Night shelters 
SCHEDULE 11 
1. Prevention 
2. Blood Safety: To ensure availability of adequate and safe blood and blood products 
for the general population through promotion of voluntary blood donation in the 
country. 
3. Risk Reduction 
4. STI Control 
5. Condom Programming 
6. lEC and social mobilisation. 
7. Spread HIV related literacy among various sections of society and promote awareness 
of the safeguards available for the protection of the rights of protected persons 
through publications, the media, seminars and other available means; 
8. Care and support for HIV-positive persons 
9. Training on HIV/AIDS/STD prevention and control 
10. National Family Health Awareness Programme 
11. Prevention of Mother to Child transmission 
12. Voluntary Testing and Counselling 
13. Research and Development 
14. Intersectoral collaboration 
15. International and bilateral cooperation 
16. Programme financing 
17. Monitoring and Evaluation 
18. External Quality Assurance Scheme 
19. Access to Treatment - update WHO essential medicines list 
20. Authority shall collect, update and disseminate scientific knowledge/collect, compile 
and publish technical and statistical data relating to HIV and the measures devised for 
its effective prevention and control and prepare manuals, codes or guides and 
disseminate information connected therewith; 
21. Sensitisation programmes for judiciary, law enforcement etc. 
22. Maintain list of care and support centers and homes, doctors providing care and 
treatment for HIV/AIDS, helplines, testing facilities, legal assistance, 
23. Institute good practices for the proper surveillance of HIV/AIDS 
24. Clinical Management of HIV/AIDS 
25. Assist in the implementation of good practices within corporates 
26. Corporate collaboration as part of social responsibility schemes 
27. NGOs 
28. Counselling Guidelines 
RULES 
(1) Health Ombud (HO) 
• Salary and allowances of Health Ombud. (Section 28) 
• Procedure to be followed by Health Ombud. (Section 30( 1)) 
• Receipt of complaints by HO. (Section 30(2)) 
• Other powers of civil court for HO in inquiring. (Section 30(4)(f)) 
• HO maintaining records. (Section 30(7)) 
• HO orders as to cost. (Section 31 (3)) 
(2) HIV/AIDS Authority 
• Salary and allowances of Director and members. (Section 44) 
• Meetings of the HIV/AIDS Authority and rules of procedure. (Section 45) 
• Allowances and fees of members for attending meetings. (Section 46(2)) 
• Controls and restrictions in appointment of officers and employees. (Section 47) 
• Salaries and conditions of service of officers and employees. (Section 47) 
• Powers and duties of Director. (Section 48) 
• Other powers of civil court in inquiring. (Section 53(l)(f)) 
• Budget. (Section 59(4)) 
• Records and annual statements of account. (Section (60)) 
(3) Procedure to be followed by Complaints officer. (Section 63) 
(4) Registration of Marriages. (Section 71(1 )(a)) 
(5) Protection of Property of Children affected by HIV/AIDS. (Section 78(2)) 
(6) Suppression of Identity. (Section 82(1)) 
(7) Conduct of proceedings where suppression of identity, in camera orders are passed. 
(Section 82(2)) 
(8) Delegation of powers of Appropriate Government. (Section 105) 
REGULATIONS 
• Pre and post test counselling (Section 8(6)) 
• Epidemiological Studies (Section 9(c) proviso) 
; Recognition of VCTCs and path labs for conducting HIV tests. (Section 10(3). proviso) 
[] Technologies for self testing of HIV (Section 10(5)) 
[j Data Protection (Section 15) 
n Establishment of VCTCs (Section 17(3)) 
n Drug substitution and NSEP programmes (Section 21 (2)) 
n Training of Health Ombud (Section 26 (4)) 
HIV/AIDS surveillance (Section 50(3Xh)) 
Setting up of HIV/AIDS help lines (Section 52(d)) 
PROTOCOLS 
(1) National HIV/AIDS Authority (NHA) 
• Counselling protocols for women and children to ensure they have access to conducive 
settings that facilitate individual decision making for HIV-related testing, HlV-related 
treatment or HIV-related research. (Section 8(4)) 
• Protocols for HIV-related treatment. (Section 18) 
D Universal Precautions (UP) and PEP Protocols (Section 20(4), proviso) 
• Provision of HIV-related lEC before marriage. (Section 72) 
• Testing, treatment and counselling of HIV-positive pregnant women (Section 73) 
Central Government 
• Sexual assault protocols for counselling and treatment of survivors of sexual assault 
and for the training of healthcare providers and other service providers in the 
implementation of such protocols. (Section 74) 
